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ALZHEIMER’S DISEASE* 
Clinicopathologic Report of One Case 


BY GEORGE A. JERVIS, M. D. 
FROM THE DEPARTMENT OF NEUROPATHOLOGY, NEW YORK STATE PSYCHIATRIC INSTITUTE 
AND HOSPITAL, NEW YORK, N. Y. 

The particular form of presenile dementia, known as Alzheimer’s 
disease, is a rare condition, no more than one hundred cases having 
been reported in the medical literature of various countries. Of 
these cases, however, many lack pathologie control and for several 
others the clinical or pathologic presentation is insufficient so that 
the number of typical cases of Alzheimer’s disease fully described 
in their clinieo-anatomical details hardly reaches sixty. 

Moreover, general agreement regarding several clinical features 
of the disease as well as of some aspects of histologie changes, 
is still lacking. The etiology of the disease, whether the condition 
shall be considered dependent upon precocious senility or caused by 
a variety of factors independently from senility, is an open ques- 
tion which has repeatedly arisen in the last years. Since the study 
of a larger number of clinicopathologie reports of cases appears 
to be the only way toward the solution of many problems connected 
with Alzheimer’s disease, the following presentation seems jus- 
tified. 


CLrnicaL REPORT 


The patient (H. D., No. 13435), a white woman aged 54, was ad- 
mitted to Rochester State Hospital, January 31, 1930, with the 
chief complaints of memory defect and restlessness. The family 
history was entirely negative for mental and nervous diseases. The 
patient’s birth and early development were normal. She graduated 
from, college at the age of 20, her school history having been that 
of an average intelligent girl. At 21 years of age she married. Her 
married life had always been congenial; she had two healthy sons. 
Menstruation was always regular and normal till the age of 45 
when menopause occurred without unusual accompanying symp- 
toms. Her personality was that of a well-balanced, even-tempered, 


*The author is indebted to Dr. Van de Mark, superintendent of the Rochester State Hospital, for 
the clinical notes, and to Dr. A. Ferraro, in whose laboratory the pathologic examination was car- 
ried on, for his helpful suggestions. 
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educated woman, rather reserved and proud but friendly with her 
close acquaintances. 

No previous diseases were recorded in the history. Aleohol and 
other toxic influences were denied. At 18 years of age she suffered 
a skull trauma and was unconscious for several hours: following 
this she had severe headaches for many years. | 

In 1925, following the death of her son in an accident, the patient 
had a period of deep depression lasting over a year, during which 
mild self-condemnatory ideas and feelings of guilt occurred. She 
was seen to spend a great deal of her time crying and looking at her ) 
son’s photograph, lamenting the fact that ‘‘she had not been a nor- 
mal wife and mother.’’ 

Two years later, when the patient was 49 years of age, more 
definite psychotic symptoms took place. Lapses of memory fre- 
quently occurred, manifesting themselves in numerous acts of her 
daily life. For instance, she would start to do some work and after 
a few minutes would give it up and wander about the house to some 
other task which she again forgot. Likewise, she could not remem- j 
ber where she had put the most usual things necessary to her daily | 
activities. Symptoms of anxiety occurred at the same time. She 
became fearful, for instance, that her husband would not return 
from a hunting trip, saying she had noticed something peculiar ) 
about him when he left. Shortly after, episodes of restlessness and 


} 
confusion appeared; particularly during the night the patient wan 
dered aimlessly in the room fidgeting and talking in an incoherent ' 


manner. 

For a period of five years (1925-1930) the patient was treated in 
her own home by private physicians. The symptoms occurring 
during this period can be deduced only from frequently diseon- 
tinued notes, written by various nurses engaged by the family of 
the patient. 

The memory impairment became progressively more accentu- 
ated. The lapses grew more frequent and within two years con- } 
tinuous severe memory defect was established. In a first stage, 
the loss of memory seemed to have been more accentuated for re- 
cent events, some remote events being at times fairly well recol- 
lected; later on, however, the memory loss was complete. Confu- 
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sion followed and, within the two last years prior to the patient’s 
admission to the hospital, there was marked disorientation as to 
time, place and persons. 

With the growing memory impairment, a progressive narrowing 
of interests took place. She showed indifference to what was going 
on in her family, all her care and affection being concentrated upon 
her cat. During the first years she was frequently depressed and 
tearful, at times anxious; later she became unresponsive to affec- 
tive stimuli, yet frequently cried without reason in a childish way. 
The motor unrest also increased, manifesting itself by more fre- 
quent and more severe episodes of excitement with confusion. 

In the first years, when the intellectual deterioration was only 
incipient, some motor behavior strongly suggestive of apraxia was 
observed, such as the impossibility of pouring water from a pitcher 
into glasses, of putting forks and spoons in a drawer with order, 
of dressing and undressing herself, of combing her hair, and so 
forth. At the same time ‘‘lack of connection in her speech,’’ ‘‘con- 
fused speech’’ and other difficulties were noted which may be con- 
sidered as aphasic symptoms, although a complete examination for 
aphasia was not made at that time. The physical condition of the 
patient was always fair; in the year prior to admission, however, 
she lost 30 pounds without apparent cause. 

In the last months before admission, the mental condition grew 
worse, the patient was so difficult to deal with that care and treat- 
ment in a mental hospital became necessary and the patient was 
admitted to Rochester State Hospital, January 31, 1930. 

A physical examination performed on admission showed a well- 
developed, poorly-nourished woman, without any abnormal symp- 
toms as far as thoracic and abdominal organs were concerned. 
Routine laboratory tests were practically normal. The blood pres- 
sure was 120/70. 

Complete examination of the nervous system failed to reveal 
pathologie signs, although a general increase of the deep reflexes 
was noticed. The spinal fluid showed: Wassermann and colloidal 
gold reaction negative; one cell per mme., slight increase of glob- 
ulin. 

A first mental examination revealed a marked degree of demen- 
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tia. The patient looked weak; she wandered aimlessly about the 
ward, at times calm, with a silly smile on her face, at other times 
excited and restless, her mood rapidly changing into depression. 
She was unable to cooperate with requests of any kind so that any 
thorough inquiry as to thought content and mental grasp was im- 
possible. She mistook the identity of her relatives. Her conver- 
sation was completely irrelevant; the reply bore no relation to the 
question and was invariably an incoherent series of words in which 
perseverations and paraphasia were evident. Some examples will 
be illustrative : 

(What is your name?) ‘* Wait a minute, a minute and come over 


here, over here, . . . yes, we got here all right, deary, deary . 
| haven’t any money but I have my mother . . . If you are going 
to do that you are going to go home.”’ ete... . (Where are you 


now?) ‘Yes, I have been here, look at her deary, you will have to 
go out, come on this place and put the others in the papers. Just 
the same papers and I don’t think it. Yes somebody, people that 
are dearies. How can I look at the ladies, ladies, they have things 
and things,”’’ ete. . 

Her answers were punctuated by silly smiling, grimacing and at 
times by spells of crying. A few months later such tendency to per- 
severation was more accentuated; at times she stammered and repe- 
tition of consonants was suggestive of logoclonia: (What is your 
name?) ‘*D. D. D. they wouldn’t Daddy Gennis. The place is a 
place. This is where they have a place, a place.’? (Where is your 
home?) ‘‘It that better, better, better. I will have to more, more, 
more.”’ 

When the patient was asked to identify simple articles such as 
pen, pencil, watch, coins, ete., she was completely unable to name 
them. The type of aphasia could not, however, be thoroughly in- 
vestigated owing to the mental status of the patient. With the 
usual tests severe apraxia was also brought out. 

The course in the hospital was characterized by a gradually pro- 
gressive dementia. In April, 1930, four months after admission, 
the patient had the first of a long series of generalized convulsions. 
The twitchings lasted over 10 minutes and were preceded by a 
marked screaming; there was always complete loss of conscious- 
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ness lasting several minutes after the convulsions were over. For 
a period of two years the convulsions appeared almost every two 
weeks. Later they occurred more frequently and seemed to cause 
a severe physical failing so that the patient was constantly bedrid- 
den. In 1930 and 1931, periods of severe motor restlessness oc- 
curred, lasting at times for several days; the patient was confused, 
excited and noisy, talking and shouting incoherent sentences. Later 
on, when she was bedridden, she still was restless and chattered 
senselessly much of the time. She would frequently pick up a word 
and repeat it over and over again. 

The years 1932 and 1933 were characterized by a gradually pro- 
gressive deterioration both mental and physical. All attempts at 
a mental examination at that time were futile. She was untidy 
in her habits and had to be spoonfed. Her speech was reduced to 
a sort of unintelligible mumbling. 

In 1954 she grew more helpless and tarasmus developed. In 
January, 1935, symptoms of bronchopneumonia appeared and death 
occurred January 15, at 59 years of age. The duration of the 
mental disorder had extended over a period of 10 years. 


PosTMORTEM E\XAMINATIONS 


The autopsy, which was performed two hours after death, was 
limited to the brain. The dura and pia did not show important al- 
terations. A large amount of spinal fluid escaped at the aperture 
of the meninges. The blood vessels of the base were thin-walled 
and narrow; no signs of sclerosis were seen. The weight of the 
brain was 842 grams. There was extreme atrophy of the brain as 
a whole (Figure 1); the sulci were wide and shallow, the gyri nar- 
row and shrunken; some of the convolutions were so narrowed that 
they appeared ribbon-like instead of rounded. The atrophy was 
diffuse, almost symmetrical in both hemispheres and involved all 
regions. The frontal, temporal and occipital lobes, however, ap- 
peared the most affected by the atrophic process, whereas the pre- 
and posteentral convolutions were better preserved and stood out 
prominently on the brain surface. In the frontal lobe the atrophy 
was more accentuated on the anterior part of the frontal convolu- 
tions, gradually decreasing backwards. The same distribution was 


= 
q 
aa 
! 
) 
) q 
3 
) 
) 
\ 
i 
| 
} 
q 


10 ALZHEIMER'S DISEASE 


observed in the second and third temporal convolutions, whereas 
the first temporal gyrus appeared less atrophic. The cerebellum, 
pons and medulla showed little or no atrophy. 

The brain was cut in coronal sections as shown in Figure 2. Each 
gross section revealed severe diffuse atrophy involving both gray 
and white matter and more accentuated in the frontal and temporal 
lobes. The basal ganglia and the thalamus were also atrophic and 
a marked degree of internal hydrocephalus ‘‘ex vacuo’’ was notice- 
able. 

Sections of various areas of the brain including frontal, parietal, 
occipital and temporal lobes, basal ganglia, brain stem and cere- 
bellum, were examined histologically with the following methods: 
Nissl and Bielschowsky for nerve cells, Scharlach for fat products, 
Spielmeyer for myelin sheaths, Holzer and Cajal for macroglia, 
Hortega for oligo and microglia. In addition, numerous sections 
were stained with Braunmiihl’s method for senile plaques and Da- 
Fano’s impregnation for neurofibrils. The iron content of the 
various regions of the brain were tested with Turnbull’s method. 


Cerebral Cortex: In the frontal lobe Nissl’s stain revealed a 
diffuse loss of nerve cells which had resulted in profound disturb- 
ances of the cytoarchitectural structure of numerous sections of the 
cortex. The anterior portion of the frontal convolutions toward 
the pole, was more involved than the posterior portion. The loss 
of cells was at times equally distributed through the various cellu- 
lar layers; when this loss was very pronounced not a single layer 
could be individualized, the entire cortex being reduced to a few 
distorted cells scattered without order among mildly proliferated 
glia nuclei (Figure 3-a). Oftener, however, the superficial layers 
(1-IJ-III) were more seriously involved than the deep ones, so that 
the latter could be fairly well recognized (Figure 3-b). In numer- 
ous fields, the loss of nerve cells was particularly severe in the third 
cellular layer; the characteristic aspect thus resulting is illustrated 
in Figure 3-e. 

At high power it was seen that the nerve cell lesions, in Nissl 
preparation, were mainly of a chronic degenerative type. They 
generally consisted of a sort of shrinkage of the whole cellular 
body; the nucleus appeared dark and eccentric, the main dendrites 
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were distorted and the Nissl’s substance reduced to a few dots. In 
other instances the cytoplasin was uniformly stained and darker 
than normal. Many distorted shadow forms were also seen. These 
changes were particularly evident in the pyramidal cells of both 
the third and fifth layers. In a few instances neuronophagia was en- 
countered in the deep layers of the cortex while increase of satel- 
litosis was a frequent finding. 

With the Herxheimer method for fat substances, increase of 
intracellular fat was observed in numerous cells, particularly in the 
third and fifth layers. 

Argentic impregation with Bielschowsky, Braunmiihl, Da-Fano 
and Hortega’s methods brought out senile plaques and Alzheimer’s 
neurofibrillary changes which are characteristic pathologic features 
of Alzheimer’s disease. Senile plaques were encountered in a tre- 
mendous quantity (Figure 4) so that there were fields in which the 
space occupied by plaques was almost as large as the space free 
from them. With Leitz Oc.10 Ob3 the number of plaques per micro- 
scopic field, computed as the average of numerous different fields 
of the frontal lobe, was more than one hundred. So-called ‘‘typi- 
cal’’ senile plaques, that is, consisting of a dark nucleus surrounded 
by a clear space, which, in turn, is circled by a deeply stained ring 
of argentophile substances, were scanty. Much more frequent was 
the so-ealled ‘‘spherothricosic”’ type with or, oftener, without a nu- 
cleus. The plaques were distributed throughout all the cortical 
cellular layers: the first and sixth layers, however, appeared less 
involved while the second and third contained the greatest number 
of plaques of large size. Occasionally small plaques were seen in 
the subcortical white matter immediately below the gray matter. 
Generally the plaques were round and oval but numerous instances 
of irregular and bizarre shape were encountered. The size of the 
plaques varied widely from small argentophile deposits of a dusty 
appearance to large plaques occupying the entire width of a cellular 
layer. At times a large plaque generally irregular in shape was 
seen encircled by numerous others of smaller dimension thus form. 
ing a characteristic ‘‘nest of plaques.’? Constant relationship of 


the blood vessels to the plaques could not be observed: in several 
instances, however, the plaques were in immediate proximity to the 
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blood vessel and at times a blood vessel penetrated or encircled a 
plaque. 

Alzheimer’s neurofibrillary changes were also extremely fre- 
quent (Figure 5), disclosing the whole variety of their bizarre fea- 
tures: curls, baskets, spirals, twists, loops, strands, clumps, ete. 
The cell body, more or less distorted in general, was in several 
cases reduced to a homogeneous oval body without a nucleus. The 
proportion of diseased cells to normal cells was one to two or three 
in some fields, whereas in other zones no neurofibrillary changes 
could be detected so that this type of lesion seemed to show a patchy 
distribution. There was no appreciable correlation between neuro- 
fibrillary changes and type of nerve cells: the most typical pictures, 
however, were frequently encountered in the pyramidal cells. 

In Spielmeyer’s preparations for myelin sheaths the radial and 
longitudinal fibers of the cortical gray matter appeared diminished 
in number. This seemed to depend directly upon the loss of nerve 
cells; as a matter of fact, in the region where the cellular atrophy 
was more evident, as in the frontal pole, the involvement of myelin- 
ated fibers was also more pronounced. 

Mild reaction of glia in the cortical fields was already revealed 
in Nissl’s preparations. This contrasted with a marked increase 
of glia nuclei in the subcortical white matter so that the boundary 
between gray and white matter became more sharply defined. In 
Herxheimer’s preparations numerous glia cells were seen to con- 
tain fat products within their cytoplasm. Holzer stain revealed a 
marked increase in subpial fibrils which appeared also thicker than 
normal. Moreover, hypertrophy and hyperplasia of astrocytes was 
encountered corresponding with the senile plaques. Spider cells 
seemed particularly abundant around the plaques. They sent their 
thick and numerous dendrites to envelope the plaque in an elegant 
and rich basket of glia fibrils. This marked reaction of astrocytes 
surrounding the plaques was confirmed in Cajal’s preparation. 

Hortega’s impregnation brought out a considerable reaction of 
microglia corresponding with the plaques. Here, however, the type 
was not only that of hypertrophy and hyperplasia but numerous 
degenerative forms were encountered with alteration of the nucleus 
and various fragmentations of the plasmatic process. Moreover, 
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microgliacytes, more or less degenerated, were encountered within 
the plaque. 

In the cortex of the parietal lobe, particularly of the central con- 
volution, the same lesions, though present and of the same type as 
in the frontal lobe, were considerably less pronounced. The cellu- 
lar layers were here fairly recognizable. Senile plaques were al- 
most exclusively limited to the second layer: their number, as the 
average of numerous microscopic fields obtained with the above 
stated magnification, was 20. The neurofibrillary changes were not 
frequent; the giant motor cells failed to reveal this type of lesion. 

In the temporal lobe the cortex revealed lesions practically iden- 
tical with those of the frontal lobe as far as quality and extent are 
concerned. The number of plaques, however, was somewhat smaller, 
averaging 80 per microscopical field. In the temporal allocortex, 
senile plaques and Alzheimer’s neurofibrillary changes were par- 
ticularly frequent in Ammon’s horn. Here they showed an elec- 
tivity for the subiculum and the Sommer’s sector, whereas in the 
lamina terminalis, in the ‘‘resistent part’’ of the pyramidal field 
and in the presubiculum they were scanty. In these fields, the 
nerve cells revealed a considerable amount of fat-like products, 
whereas in the zones rich in neurofibrillary changes, Herzheimer 
stain failed to show fat. In other words, there seemed to be a sort 
of balancing between the two types of cellular degeneration, as has 
been recently stressed by Divry and Moreau.’ Moreover, in the 
Sommer sector a particular type of nerve cell degeneration was 
encountered in several instances: the so-called vacuologranular de- 
generation consisting of transformation of the cytoplasm in numer- 
ous small vacuoles which contained a darkly-stained granule. 

The occipital lobe in the various preparations showed atrophic 
and degenerative changes of nerve cells, neurofibrillary changes, 
senile plaques, and so forth, briefly the same type of lesion as de- 
seribed in the frontal lobe. The extent of the pathology, however, 
was less and the number of senile plaques amounted to 60 per field. 

White Matter: The white matter of the cerebral hemispheres 
was everywhere markedly atrophic. In Nissl preparations the glia 
nuclei were seen to have increased to a considerable extent which 
could hardly be explained on the basis of an apparent increase due 
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to the shrinkage of the tissue. That one was dealing with true hy- 
perplastic changes was confirmed by the Holzer method. This 
showed that in some places, particularly the temporal lobe, a verit- 
able gliosis took place (Figure 6), with numerous hypertrophic glia 
cells and a dense fibrillary network. It should be noted that Spiel- 
meyer preparations of the same regions failed to show decrease or 
alteration of myelin sheaths; this is in striking contrast with the 
well-known general principle of correlation between gliosis and de- 
myelinization. Glia cytoplasm was frequently filled with fat. 

Basal Nuclei: The large nerve cells of the nucleus caudatus were 
considerably reduced in number and were filled with fat-like sub- 
stances. No neurofibrillary changes were seen whereas a few senile 
plaques were present. 

In the corpus striatum the large nerve cells seemed particularly 
affected by atrophic degenerative processes: here also no neuro- 
fibrillary changes could be detected. In both the striatum and the 
pallidum senile plaques were encountered; they appeared of small 
dimension without either nucleus or division into zones. 

The thalamus revealed a mild cellular atrophy and a few senile 
plaques. In the hypothalamic nuclei several senile plaques could 
be brought out. The nerve cells were generally filled with fat. 
Neurofibrillary changes were absent. The substantia nigra ap- 
peared deeply black and the histological examination revealed 
abundant intracellular pigment. A few senile plaques were found 
in both the substantia nigra and the red nucleus. The nerve cells 
of the inferior olives were filled with fat and a few Alzheimer’s neu- 
rofibrillary changes were found in the cells of the nuclei of the 
fourth ventricle. 

In the cerebellum, the Purkinje’s cells were reduced in number 
and frequently distorted and shrunken. They did not contain fat 
whereas droplets of fat were frequently seen in the macroglia of 
the molecular layer. The nerve cells of the cerebellar nuclei were 
also filled with fat. With Bielschowsky’s method a few, at times 
large, senile plaques were encountered in the molecular layer 
whereas neurofibrillary changes were lacking. The pericellular 
baskets of the Purkinje’s cells were thicker and darker than normal 
and several so-called ‘‘torpedoes’’ were seen in the axons of Pur- 
kinje’s cells. 
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The blood vessels appeared everywhere normal as far as arterio- 
sclerotic changes are concerned. In a few instances a slight thick- 
ening of the wall of the smallest vessels was observed. 

The iron content of the central nervous system was studied with 
Turnbull Blue reaction according to Quincke’s methods. Macro- 
scopically a marked, evenly-spread-out blue coloration was ob- 
served in the atrophic convolutions; particularly in the subcortical 
white matter. Marked positive reaction was also observed in the 
globus pallidus, the striatum and the dentate nuclei of the cerebel- 
lum. Microscopically in the above mentioned regions a large num- 
ber of iron granules were seen; these were both free in the tissue 
or accumulated in cellular elements. In the atrophic gray matter 
of the cortex, the granules were scattered without order through 
the different cellular layers. The white matter immediately under- 
lying the atrophic convolutions was particularly rich in iron gran- 
ules. So were the perivascular spaces. 

Of the endocrine glands only the hypophysis was available. It 
appeared macroscopically as strongly reduced in volume and 
weight. Its shape was unusual, being ovoid instead of globular. 
Microscopically the normal structure of the gland appeared well 
preserved; but the connective tissue was considerably increased. 


CoMMENT 
Clinical: 

The clinical picture of the patient was so typical of Alzheimer’s 
disease that it needs no long comment. ‘The age of the patient, the 
onset of the psychosis, characterized by marked memory impair- 
ment and motor unrest together with a frequently depressive mood, 
were suggestive of Alzheimer’s disease. This was confirmed by 
progressive intellectual deterioration occurring with apraxic symp- 
toms, disorders of speech and a tendency to perseveration. Later 
on, the occurrence of frequent general convulsions completed the 
picture which from a clinical standpoint could be considered as a 
textbook example of Alzheimer’s discase. The diagnosis of Alz- 
heimer’s disease, as a matter of fact, was made by means of clinical 
observations. 
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Arteriosclerotic psychosis was ruled out because no physical 
signs of arterial disease were present and the focal cortical signs 
were slowly progressive instead of being sudden in their appear- 
ance and regressive, as they often are in arteriosclerosis. More- 
over, in the present case, the type of intellectual impairment was 
total, not lacunar as in arteriosclerosis, and there was, from the 
very beginning, a profound disintegration of personality. 

Differential diagnosis from senile dementia was based upon the 
age, the lack of falsifications and confabulations, the presence of 
focal cortical signs such as aphasia, apraxia, the occurrence of 
logoclonia. 

Lack of confabulations and falsifications was the main symptom 
which helped in ruling out the diagnosis of presbyophrenia. 

Pick’s disease could be excluded in the present case because the 
mental deterioration was dominated by memory defect and the gen- 
eral behavior was dominated by hyperkinesia rather than by akin- 
esia as is more often seen in Pick’s disease, particularly of frontal 
localization. 'The occurrence of logoclonia and of epileptic seizures 
was also against the diagnosis of Pick’s disease. 

Pathologic: 

From a pathologic viewpoint the diagnosis of Alzheimer’s dis- 
ease was confirmed. ‘he classical pathologie picture was present 
in all its features and needs no reemphasis. A few pathologie de- 
tails, however, will be stressed. 

Without taking up afresh the problem of the nature and origin 
of senile plaques in the present case, the intensity of the microglia 
reaction around and within the plaques should be noted. In a pre- 
vious paper,’ commenting on the mobilization of the microglia, two 
responses were described: one in which the plaque determines a 
mild glia reaction without severe degenerative alterations and the 
other in which numerous microgliocytes, showing severe degenera- 
tive changes, surround and encroach upon the plaque. The second 
type was encountered in Alzheimer’s disease and might be consid- 
ered a histological sign differentiating this disease from senile de- 
mentia. The same observation was made in the present case of 
Alzheimer’s disease and the same conclusion therefore may be 
drawn. 
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When the number of senile plaques was considered, the follow- 
ing average figures were found: frontal lobe 100, parietal lobe 20, 
temporal lobe 80, occipital lobe 60. ‘These figures are in contrast 
with those of Simchoviez,’ who points out that in normal senility 
as well as in senile dementia the plaques are more numerous in the 
frontal lobe, less in the temporal and parietal lobes and scanty in 
the occipital lobe. In Alzheimer’s disease the figures are different, 
the number of plaques being greater in the occipital lobe than in 
the frontal lobe. In the case of Alzheimer’s disease previously re- 
ported, as well as in the present case, the figures of Simchoviez 
have not been confirmed. Differential diagnosis between senile de- 
mentia and Alzheimer’s disease based on the distribution of plaques 
should, therefore, be considered unfounded. 

A pathological detail worthy of being recorded is the oecurrence 
in the present case of zones of marked gliosis without correspond- 
ing demyelinization. It is the classical conception that in the white 
matter ghosis and demyelinization closely correspond, so that the 
picture obtained with Holzer stain is the positive and the picture 
obtained with Spielmeyer or Weigert stain the negative of the 
process. Recently, however, instances contrasting with this gen- 
eral rule have been offered: thus Bodechtel* in diffuse sclerosis, 
Miiller’ in general paralysis and Davison® in Huntington’s chorea, 
have found a singular dissociation between gliosis and demyelini- 
zation. Only successive studies can bring out the significance of 
these findings. 

General: 

Concerning the etiology of Alzheiner’s disease very little has 
been established, as is widely known. That endocrine changes may 
play a réle in the origin of the disease was hypothesized by Schnitz- 
ler’ in 1911 and has been repeatedly claimed by several authors. 
Yet pathological evidence for such an hypothesis has never been 
offered. Recently Schob and Guntz* called attention to a case of 
Alzheimer’s disease occurring in association with Simmond’s dis- 
ease; the pathology was that of a typical Alzheimer’s picture: in 
addition, the anterior part of the hypophysis was found to be re- 
duced to a sclerotic tissue in which were scattered scanty and pale 
eosinophile cells. These authors consequently raised the question 
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whether pituitary involvement might be a pathogenie factor. In 
the case here reported the hypophysis was doubtlessly atrophic 
and distorted but the histological examination showed a picture 
frequently described in senile marasmus. The pituitary involve- 
ment seemed therefore to be correlated with the changes in the 
central nervous system as a result of the same cause and any at- 
tempt to establish causative rapport between the pituitary lesion 
and nervous conditions appeared preposterous. 

American investigators (Malamud and Lowenberg,® Lowenberg 
and Rothschild’) have recently expressed the stimulating view 
that Alzheimer’s disease may be caused by a variety of factors 
which can be independent of senile conditions. This assumption is 
based upon a certain number of cases of the so-called juvenile form 
of Alzheimer’s disease. The previous paper on Alzheimer’s dis- 
ease, already referred to, presents evidence of the insufficiency of 
this hypothesis which should, as yet, be considered purely specu- 
lative. 

The case here reported with qualitative pathologie findings es- 
sentially the same as in cases of senile dementia, though much more 
extensive, indicates once more that, in this relationship to senility, 
one may find the only clue in the etiological interpretation of Alz- 
heimer’s disease. 
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POLYCYTHEMIA IN THE COURSE OF NEUROPSYCHIATRIC 
CONDITIONS* 


(Mesodiencephalic Origin of Polycythemia?) 
BY A. FERRARO, M. D., AND W. D. SHERWOOD, M. D., 


The occurrence of neurological or mental complications in the 
course of polycythemia vera is a well-known fact. Less known is 
the reverse situation, i. e., of polycythemia developing in the course 
of neurological or neuropsychiatric conditions. 

We have had the opportunity to study clinically two cases in 
which the diagnosis of polycythemia vera was established in the 
course of (a) chronie encephalitis and (b) paralysis agitans. 


Case 1—Curonic ENCEPHALITIS 

Italian male, 38 years old, laborer. 

On January 5, 1935, the patient caine to the clinie of the New 
York Postgraduate Hospital with the followiiig complaints: (a) 
headache, (b) profuse perspiration, (¢) tremors, (d) salivation, 
(e) tinnitus aurium, ({) occasional epistaxis. 

History of Present Illness: 

In April, 1934, he began having generalized headaches. There 
was no vomiting and no nausea. He further complained of profuse 
sweating, particularly of the head, neck and shoulders; excessive 
salivation for many years; a tremor of the extremities for about 
the same period of time; somnolence dating back to 1920 and ocea- 
sional epistaxis during the past two years. 

Past History: 

He had no memory of childhood diseases, but had an attack of 
encephalitis lethargica in 1920, which he described by saying that 
he was confined to bed for two months and slept for 40 days. Dur- 
ing this period he could be aroused to take nourishment but would 
at once lapse into his lethargy. He had diplopia for about a month. 
This was followed by a period of convalescence lasting a month or 
six weeks, during which time he would occasionally fall asleep at 

*From the Department of Neuropathology, New York State Psychiatric Institute and Hospital, 


New York, N. Y., and from the Department of Neuropsychiatry, Post-Graduate School of Medicine, 
Columbia University, New York, N. Y. 
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the dinner table. He suffered no severe trauma and has never been 
operated upon. Syphilis and gonorrhea were denied. 

His neurological examination revealed the following findings: 

Station, gait and associated movements were normal. The left 
pupil was slightly larger than the right, but both reacted normally 
to light and accommodation. Fundi showed a moderate degree of 
blurring of the nasal side of the dises but no swelling. The veins 
were somewhat tortuous and the arteries were of normal calibre 
but very straight. There was hyperaemia of both dises. The 
tongue was tremulous on protrusion but did not deviate. There 
was a generalized hyperactivity of all deep reflexes, especially 
marked in the right biceps and triceps. The abdominals were all 
markedly increased. All forms of sensation were intact. There 
was a fine regular non-intention tremor present in all the extremi- 
ties. There was marked cyanosis of the face and extremities 
which the patient said had been present for about two weeks and 
he was drenched in sweat. Blood pressure was 130/98 and his 
pulse fluctuated between 60 and 100, at times between a period of 
six and eight hours. He was 67 inches tall and weighed 199 pounds. 
The general physical examination of the chest and abdomen was 
negative and particular note was made of the fact that there was 
no enlargement of either the liver or spleen. 
Laboratory Investigations: (Supervised by the department of 

medicine of the New York Postgraduate Hospital.) 
Some of the blood counts are reported as follows: 


Date Hemoglobin R. B. C. W. B.C. Differential 
1/10/35 142 7,800,000 5,020 Poly. 62, Lympho. 38 
1/15/35 136 7,100,000 4,800 Poly. 70, Lympho. 30 
1/19/35 132 6,900,000 4,200 Poly. 76, Lympho. 24 
1/30/35 120 7,480,000 7,100 Poly. 63, Lympho. 26 
Mono. 11 
2/ 2/35 140 7,560,000 7,500 Poly. 80, Lympho. 20 


Morphology of the red cells was normal on all examinations, a 
slight polychromasia, however, being found on three occasions be- 
tween January 19 and 23. 

1/10 Spectroscopic examination of blood for abnormal hemoglobin compounds—negative. 

1/11 Blood Wassermann negative. 

1/14 Bleeding time 5 minutes; coagulation time 3-5 minutes. Clot retraction began 
in two hours. Complete 24 hours. 170,000 platelets. 
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1/17 


1/17 


1/15 


1/16 
1/16 
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Cell volume 64 per cent. Volume index 0.98. 
Cell volume 75 per cent. 
Test for fragility of R. B. C.: Initial hemolysis (1) 0.495; complete hemolysis 

(H) 0.225. 
Blood calcium 10.0 mg. per 100 ce. 
Blood volume per kilo body wgt.: Plasma 26 cc.; Corpuscles 78 ec.; Total 104 ce. 
Total (estimated): Plasma 2,195 ce.; Corpuscles 6,585 ce.; Total 8,780 ce. 
Normal volume per kilo 82-88 ce. total. 
Venous blood obtained under oil in morning. 

Normal 

Carbonic acid content 64.1 vol. per cent 48-64 vol. per cent 
Oxygen content 18.1 vol. per cent 14.6 vol. per cent 
Arterial blood obtained under oil in 

afternoon. 
Carbonic acid content 62.1 vol. per cent 45-54 vol. per cent 
Oxygen content 25.0 vol. per cent 20.2 vol. per cent 
CO2 combining power 77.7 vol. per cent 
O2 capacity 29.3 vol. per cent 
Blood oxygen capacity 29.30 vol. per cent 
Oxyhemoglobin 21.8 per 10 ce. 
Total hemoglobin 22.6 gms. per 100 cc., 0.8 gms. hgb. per 100 ee., not carrying O2. 
Basal metabolism 1 per cent below average normal. 
Lumbar puncture: 

Manometric reading 160-200 mm. resting. Fluid: clear and colorless. Wasser- 

mann, negative. Butyrie acid test, negative. Cell count, 5 lymphocytes, 
1 endothelial cell. 

Urinalysis: Sp. gr. 1,028, albumin, 1+, reaction, acid. Occasional hyaline cast. 
Electrocardiogram: Myocardial change with signs of coronary disease. 
X-ray of skull: 


Examination showed no gross abnormality in detail or outline of bones of the 
vault excepting that the osseous structures are rather dense. The sella tur- 
cica was relatively small, the clinoid processes prominent and in close approxi- 
mation with partial bridging. No evidence of erosions or pressure atrophy. 
The accessory nasal sinuses and mastoids show normal detailed structure and 
fair transillumination. 


2—ParkInson DISEASE 


B. A., admitted to the Neurological Institute on January 17, 1934 
and discharged February 19, 1934. We owe the initial clinical sum- 
mary of the patient’s admission at the Neurological Institute to the 
courtesy of Dr. H. A. Riley to whom we express our indebtedness. 

The patient is a 48-year-old white male. About August, 1933, pa- 


tient experienced a transient weakness and subjective heaviness of 
TAN.—1937—B 


q 
| 
a 
Py: 
| 
| 


22. POLYCYTHEMIA IN COURSE OF NEUROPSYCHIATRIC CONDITIONS 


his entire right lower extremity. No history of previous illness ex- 
cept for regular attacks of measles and hemorrhoidectomy and her- 
niotomy. No history of alcohol or tobacco. 

Family history is negative. Father died at the age of 75 of an 
unknown cause. Mother died at the age of 40 of pneumonia. One 
brother died of an unknown cause; three brothers and four sisters 
are alive and healthy. 

The patient is a well-developed and nourished white male of 48, 
who does not appear to be acutely ill. He walks with a slow, shuf- 
fling gait, his body in a semi-flexed position. The gait on toes dis- 
closes festination; on heel, staggers; on a line, poor; backwards, 
very slow and tends to fall. Associated movements of trunk, arms 
and head, diminished on right . 

Coordination: (a) Equilibratory, standing with feet together, 
eyes open: normal; standing with feet together, eyes closed: nor- 
mal. Standing on one foot, right, staggers; left, staggers. (b) Non- 
equilibratory, finger to nose, eyes open, right and left normal. Heel 
to knee, right and left: normal. Check, rebound and posture hold- 
ing function: normal. 

Skilled acts: (buttoning clothes, picking up objects). Slowly but 
accurately performed. 

No stammering or stuttering. No aphasic manifestations. Fine 
tremor of extended fingers. 

No increased deep reflexes 
equivalent. 

Muscle strength: Fair throughout; no lateralized weakness. Ris- 
ing from recumbent to standing position: slowly performed. 

Muscle status: General hypertonus, more marked on right side. 
Electrical reactions: Normal. Sensory examinations: Normal for 
touch, pain, temperature muscle tendon and stereognosis, barogno- 
sis and topognosis. 

Cranial nerves: Olfactory nerve, normal. Visual fields grossly 
normal. Fundi right and left, slight haziness of the nasal margins 
of the dises. Arteries a little thickened. Pupils, equal in size and 
react normally to light and accommodation. No strabismus or 
exophthalmus; no nystagmus; palpebral fissures normal. No in- 
volvement of trigeminus or of the facial nerves. The face, is, how- 


cremasterie absent. No Babinski or 
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ever, rather flushed and greasy looking. No abnormalities in the 
territories of the 8th, 9th, 10th, 11th and 12th nerves. No abnor- 
malities in the gandular system. Cardiovascular, respiratory sys- 
tem, gastro-intestinal and genito-urinary systems apparently nor- 
mal. 

Mental examination: The general attitude and behavior and the 
emotional reactions appear normal. There is a lowered stream of 
mental activity but no abnormalities in the mental trends nor in 
the mental grasp. 

Laboratory findings: The blood count at various intervals from 
first visit to the clinic fluctuated between 6,300,000 to 4,780,000 with 
a hemoglobin of 115 per cent (maximum) ; the blood chemistry re- 
vealed 15.5 urea per 100 ee. and 107.0 sugar. Wassermann in blood 
was negative. The cerebral spinal fluid examination disclosed two 
cells per cu. mm. normal globulin, a gold curve of 1111000000, Was- 
sermann negative. The original pressure of the cerebral spinal 
fluid: 190 mm. which after deep pressure went up to 250 to come 
back to the former level. No abnormalities in the urine. 

X-ray examination of the chest revealed no abnormalities. 

A consultation from Dr. Josephine Neal confirms the diagnosis 
of Parkinsonian condition though she did not feel that the case is 
one of encephalitic nature. 

A consultation from the medical department of the Presbyterian 
Hospital (Dr. Anderton and Dr. McAlpin) reads as follows: Tin- 
nitus, club fingers and toes, cyanosis, palpable spleen, high red 
blood cell count and hemoglobin fit the picture of polycythemia 
vera. Acetyl phenylhydrazine 0.1 gm. daily for three days is 
advised. 

A consultation from Dr. Richards, also of the medical depart- 
ment, reads as follows: *‘ Agree with Drs. Anderton and McAlpin 
that this is probably true polycythemia. Advise the study of arte- 
rial oxygenation as a differential diagnosis between polycythemia 
vera and secondary polycythemia.”’ 

Later on, the arterial oxygenation of the blood was found to be 
normal 4 per cent and decided in favor of the condition being one 
of polycythemia vera. The following data were produced: 
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Arterial blood oxygen content, 19.3 vols. per cent; arterial blood 
oxygen capacity, 20.5 vols. per cent; arterial blood oxygen satura- 
tion 94 per cent; arterial blood CO, content 47.4 vols. per cent. 

On February 1, 1934, Dr. Riley’s opinion was expressed as fol- 
lows: ** The general impression is that this picture should be looked 
upon as a single unit with the neurological manifestations appear- 
ing as a result of the changes in the circulatory system or depend- 
ent upon the same underlying cause which originated the polyey- 
themia.”’ 

Following his discharge from the hospital, we have repeatedly 
examined the case and the diagnosis of Parkinson syndrome was 
confirmed. The manifestations of hypertonia became more pro- 
nounced involving both sides. The gait became typical, the associ- 
ated movement of walking disappeared. Tremors became evident 
in both upper extremities and both festination and retropulsion be- 
came manifest. 

Further laboratory examination has shown the following blood 
count on the following dates: 


Date Hemoglobin Red cells White cells Differential 
3/ 6/35 114 per cent 6,240,000 7,500 Polys, 71, Lympho. 20, 


Mono. 8, Eosin 1. No 
abnormal cells. 

3/12/35 108 per cent 6,000,000 11,000 Polys. 69, Lympho. 20, 
Mono. 9. 

3/21/35 112 per cent 6,000,000 not taken 


COMMENTS 


A. Neurological conditions accompanied by increased red blood 
cells: 

As far back as 1908 and 1915, Neisser’ and Kraus’ reported 
polyglobulia in the course of narcolepsy with respectively 9,000,000 
and 6,700,000 red blood cells, but it was the advent of epidemic en- 
cephalitis and its characteristic involvement of the vegetative cen- 
ters which called the attention of the investigators to the possible 
existence of a mesodiencephalic center capable of regulating hema- 
topoiesis. 

In 1922, Cecconi, Ronchetti and Gasbarrini® reported a case of 
polycythemia in the course of epidemic encephalitis. The same fact 
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is recorded in Economo’s monograph on the disease and in the 
article of Schulhof and Mathies.* 

Miinzer® (1927) following Neisser and Kraus, reported also the 
occurrence of polyglobulia in the course of narcolepsy (9,800,000 
and hgb. 118). 

In 1929, Mariano Castex® pointed out the neurovegetative dien- 
cephalic origin of certain erithroeytosis. He deseribed a case of 
brain tumor involving the hypophyseal region and in which poly- 
globulia of 7,500,000 was reported. 

In 1929, Giinther’? described a case of what he termed cerebral 
polyglobulia in a patient with narcolepsy, obesity, cyanosis and 
polyuria. 

During the same year, Hecht and Weil,* followed by Elschnig 
and Nonenbruch® in 1932, reported polycythemia following cerebral 
concussion. 

Lichtwitz”® in 1930, described a case of aecromegalia associated 
with polyglobulia. 

In 1931, Guillain, Lechelle and Garcin" called attention to the oe- 
currence of polyglobulia in various hypophyseal syndromes and 
stated that at the base of the brain there might be a center, the stim- 
ulation of which would provoke functional activity of the bone 
marrow. 

In the same vear, Lhermitte and Kyriaco'**"* described a case of 
syphilis of the pituitary infundibular region associated with dia- 
betes, narcolepsy and polyglobulia. At that time, Lhermitte felt 
justified in asking the question if the increase in red blood cells 
instead of being considered the cause of the narcolepsy could not 
in reality be the consequence of the lesion of the tuber. 

In 1931, Monguio,’* reported two cases of acromegaly in which 
accompanying a tumor of the pituitary-infundibular region, poly- 
globulia was present. 

In 1932, Guillain, Lechelle and Garcin,” added to the eases al- 
ready described in 1931, a new case of a tumor of the infundibular 
region associated with a polyglobulia of 6,600,000 red cells. Fol- 
lowing the surgical removal of the tumor the red blood cells fell 
to 4,850,000 and were still at a normal level a year after the oper- 
ation. Such en occurrence was considered by Guillain as the equiv- 
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alent of an experimental investigation in favor of the mesodien- 
cephalic regulation of erythrocytosis. 

Cases of involvement of the pituitary region associated with 
hyperglobulia were also described by Hoff,**’’> 1928, Salmon,*® 
1933 and Baserga,*’ 1934. 

In 1932 Durand,** quoted by DaRin and Costa,’® reported four 
eases of acromegaly with oligocythemia and oligochromatosis. 

Thiele, 1933,” reported that out of 34 cases of narcolepsy, six 
cases presented polyglobulia carrying from a minimum of 5,700,000 
to a maximum of 6,300,000 red blood cells. 

In 1933, Salus,” reported three cases of narcolepsy, one of post- 
encephalitic Parkinson and one of frontal lobe tumor with dien- 
cephalic pituitary involvement in all of which there was an increase 
in the number of red blood cells and hemoglobin. 

In 1934, Riccitelli,*” reported hyperglobulia in the course of epi- 
demic encephalitis. 

During the same year, DaRin and Costa (loc. cit.) quoted that 
polyglobulia had been reported in epidemic encephalitis by 
Model,” Wolf, and Halir.”” In their original article the first 
mentioned authors reported two cases of tumor of the region of 
the third ventricle with hyperglobulia. In addition, they reported 
a case of narcolepsy with 6,360,000 red cells and a case of hemibal- 
lismus with 6,000,000 red cells. Leucocytosis accompanied also 
their cases of post-encephalitic Parkinsonism. In two eases of 
diabetes insipidus they reported polyglobulia in one case and leu- 
cocytosis in the other. In both the cases eosinophilia was present. 
In two eases of polyendocrine disturbance with adiposo-genital syn- 
drome polyglobulia was mentioned. In one of the two cases leu- 
cocytosis was also noted. 

B. Neurological conditions accompanied by changes in the white 
blood cells: 

Interesting in this connection are Moser’s” results in individuals 
suffering from post-encephalitic Parkinsonism from lenticular de- 
generation following carbon monoxide poisoning and from tumor 
of the basal ganglia, in which the author found frequently leucocy- 
tosis which in one case was estimated as high as 15,000. 

Hoff (loc. cit.) was able to confirm Moser’s result in Parkinson 
syndrome. 
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In epileptics, numerous authors have reported leucocytosis and 
we know that according to Miiller,** during the convulsive state, 
vasomotor changes as well as changes in temperature and perspira- 
tion indicate a possible involvement of the territory surrounding 
the third ventricle. Such changes dependent possibly from in- 
creased cerebro-spinal pressure led Hoff (loc. cit.) to advance the 
theory that the epileptic leucocytosis may also be the result of the 
stimulation of mesodiencephalic vegetative centers. In support 
of such a view, the author reported cases of hemorrhages of the 
third ventricle in which in some instances more numerous white 
cells were in the blood. Hoff (loc. cit.) also quotes some observa- 
tions by Hogner,* in Miiller’s clinic of individuals suffering from 
lesions of the third ventricle (hemorrhages, tumors or hydrocepha- 
lus), in which figures as high as 17,500 white cells were reported. 

Schmidt” also considered leucocytosis which accompanies in- 
creased intracranial pressure as possibly due to stimulation of the 
vegetative centers. 

Wittkower® described a type of emotional or affect leucocytosis 
and v. Leupoldt* (1928) described in the course of mental diseases 
a definite leucocytosis with neutrophilia and deviation toward the 
left of the Arneth formula. 

The influence of emotional conditions on the blood count and par- 
ticularly on red blood cells had already been mentioned by Fer- 
rari® in 1897, Lamson,** 1915-1920 and Izquierdo and Cannon™ in 
1928. 


Effects of spinal and cysternal puncture and encephalography on 
hemotopoiesis: 

In 1922, Obregia, Tomesco and Ramon* established a constant 
diminution of the red and white blood cells following spinal pune- 
ture, a result which has been confirmed more recently by Greco.* 

Castex, in collaboration with Ontaneda,*” studied the influence of 
cysternal puncture on the hematie formula and found that in the 
first hour following the puncture there is a leucopenia, whereas 
from the third to the sixth hours there follows a tendency toward 
leucocy tosis. 
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Urechia and Dragomir** following an introduction of air in the 
spinal canal in 10 cases, noticed in four a neutrophilic leucocytosis, 
in five lymphocytosis. In one no modification of the white cells 
was reported. 

Hoff (loc. cit.) following encephalography reported also in all 
his cases considerable leucocytosis between 12,000 and 23,000 
marked neutrophilia with deviation of Arneth’s formula toward the 
left. In one case, he found 38 per cent of mononuclear elements. 
The number of eosinophiles was diminished during the period of 
maximum leucocytosis and increased later on. The monocytes did 
not show any appreciable modification. In association with the 
leucocytes an increase in temperature was reported. 

Ginzberg and Heilmeyer® found an increase of reticulocytes 
from 17 to 40 per thousand following lumbar puncture, ventriculog- 
raphy or internal hyrocephalus. 

DaRin and Costa (loc. cit.) following encephalography reported 
definite increase of white blood cells with predominance of neutro- 
philes and deviation of the Arneth formula toward the left. 


Experimental support for the mesodiencephalic control of blood 
cytology: 

A. Red Cells: In 1927, Schulhof and Matheis (loe. cit.) re- 
ported polyglobulia induced by experimental lesions of the dien- 
cephalon in rabbits. 

In Giinther’s (loc. cit.) article (1929) mention is found that v. 
Schenk of Leipzig did not obtain positive results from the above 
type of experimental lesions. 

Houssay, Roger and Orias,** in 1931 reported that following hy- 
pophysectomies and lesions of the tuber in dogs, the number of red 
cells and hemoglobin diminished. 

In 1934, DaRin and Costa (loe. cit.) reported in one case out of 
five an increase in the red blood cells following experimental pune- 
ture of the basal ganglia in rabbits. They also report very slight 
variation of the hemoglobin value whereas the Arneth formula 
showed a tendency to deviate toward the left. 

In 1935, Riccitelli*t confirmed experimentally the occurrence of 
increased red blood cells and increased platelets in the blood of rab- 
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bits, in which trauma of the diencephalon and of the region sur- 
rounding the third ventricle were produced. 

B. White Cells: We owe to Hoff and Linhardt* (1928) the ex- 
perimental approach to the influence of the vegetative nervous sys- 
tem on the white blood count. Such influence had been foreseen by 
other investigators as for instance, Ricca and Barberis.“ Hoff 
and Linhardt following section of the cervical cord, failed in rab- 
bits to obtain the increase in leucocytes which follows parenteral 
injection of foreign protein. ‘The increase in temperature also 
failed to appear. If the section of the spinal cord was only par- 
tial, the increase in temperature and leucocytosis was likewise only 
partial. Such experiment resulted in the hypothesis that the cer- 
vieal cord contains fibers originating from some cerebral centers 
regulating temperature and leucocytosis. 

The first experiments of Hoff and Linhardt were confirmed by 
Rosenow* who reported pronounced leucocytosis following pune- 
ture of the striate thalamic and hypothalamic regions. The pune- 
ture of the other areas of the brain failed to produce leucocytosis. 
He concluded that the numerical variation in leucocytes and red 
blood cells depends on regulation from the central nervous system. 
He also confirmed the absence of a parallelism between tempera- 
ture and leucocytosis. 

Borchardt,” in 1929, performed a puncture of the diencephalon in 
animals thus obtaining results confirming the one of the previous 
authors. Castex** during the same year, on the basis of the oceur- 
rence of acromegaly complicated by myeloid leukemia, discussed 
the possibility that cerebral vegetative centers might regulate the 
morphology of the blood and might be responsible for leucocytosis 
or leukemia. 

Sato and Yoschimatsu" in 1925 and subsequent years, Shoji** in 
1928 and Sato and Tokue* in 1931, described the disappearance of 
peroxidase from leucocytes following the peroxidase puncture (bi- 
lateral lesion of the striatum or lesion of the mesencephalon). 

DaRin and Costa (loc. cit.) reported in their experiment definite 
inerease in leucocytes following puncture of the basal ganglia in 
rabbits. The leucocytic formula showed a tendeney toward neu- 
trophilia with diminution of lymphocytes and eosinophiles. 
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Influence of the endocrine factor on blood elements: 


Among the first investigators we will mention Bauer® who no- 
ticed increase of red blood cells in patients with endemie goitre and 
in patients suffering from hypogenitalism, hypothyroidism and 
sclerodermia. 

Pende™ found polycythemia in cases of hyper- and hypothyroid- 
ism. Zadek*? reported polycythemia in Basedow’s disease and 
Hirschfield® in Addison’s disease. Guggenheimer™ and Hirsch- 
field (loc. cit.) both reported polycythemia in adiposo-genital dys- 
trophy. Englekind® reported a familial type of erythrocytosis in 
five brothers suffering from infantilism and R. Ehrstrém” recently 
pointed to the importance of endocrine disturbances in the patho- 
genesis of polyglobulia. 

A few authors (Guillain, Lechelle and Garcin) (loc. cit.) have ex- 
pressed the possibility that polyglobulia might in certain cases re- 
sult indirectly from hyperactivity of the pituitary. 

On the other hand, Cushing” in condition of hypofunction of the 
pituitary as for instance in basophilic adenoma has reported occa- 
sionally polyglobulia which he related to hyperadrenalism coexist- 
ing in his cases. 

The question of hyperadrenalism has also been mentioned by 
Salmon (loe. cit.) who recalls polyglobulia occurring in states of 
hyperadrenalism, (Pende, Hutchinson, Antonelli, ete.) and con- 
versely anemias in the course of hypoadrenalism. 

DaRin and Costa though accepting the possibility that hyper- 
globulia may result from a general dysfunction in the adrenalin 
secretion recall the fact that Karplus and Kreidel®* have described 
a vegetative regulating center for secretion of said hormone and 
suggest, therefore, that lesions of the diencephalon might result 
in a hyperstimulation of such center with the consequent increase 
in adrenalin and stimulation of the bone marrow or the spleen. It 
might be of interest to recall here the fact that Schulhof and 
Matheis (loe. cit.) have failed to reproduce hyperglobulia following 
lesion in the diencephalon after removal of the spleen. 

In some of their cases, DaRin and Costa (loc. cit.) found marked 
neutrophilia with deviation toward the left of the leucocytie for- 
mula which fact concords with the changes described by other au- 
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thors following injection of adrenalin (Frey,* Walterhoefer,” 
Viale,” ete.), including also the initial tendency towards lympho- 
monocytosis. 

The existence of a regulating center for adrenalin secretion has 
been, however, recently denied by ‘'ourande and Malmejao” on 
the basis of their investigation. 

* 

Altogether, the investigations on this whole question of the meso- 
diencephalic regulation of hematopoiesis are still in a stage of de- 
velopment and there is undoubtedly need of further accurate ex- 
perimental work to support some of the clinical contentions. 

In view of the considerable clinical and experimental material 
discussed, we feel, however, that in our two clinical cases, the le- 
sions of the diencephalon are presumably primary and that the 
blood changes are secondary to local pathology. We will not try 
to offer any explanation as to the pathogenetic mechanisms of the 
polyglobulia as we intend to continue our investigations from an 
experimental point of view. 

For the time being, our intention is simply to add two more clini- 
eal cases, both of which have been considered by the clinicians as 
being cases of polyeythemia vera, to the already existing cases in 
the literature in which polyglobulia has been reported in associa- 
tion with experimental or pathological processes involving the di- 
encephalon and considered as a complicating occurrence resulting 
from the involvement of mesodiencephalic centers. 
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ARCHIBALD P. EVANS, M. D., 
KINGS PARK STATE HOSPITAL, 
AND 
MABEL R. MATTHEWS, R. T., 
KINGS PARK STATE HOSPITAL 

Encephalography, a safe and simple procedure, when carried out 
in accordance with well-recognized technique, is of inestimable 
value in the investigation of many obscure cases. Friedman’ 
feels that it ‘‘offers a valuable means of differentiating between 
organic and functional syndromes.’’ It gives important informa- 
tion, not only about the size and shape of the brain, but also about 
the position, size, shape and contour of the ventricular system. 
These data can be obtained in no other way except by ventriculog- 
raphy, a major brain operation, or by autopsy. It assists in the 
diagnosis of expanding brain lesions, or brain tumor impinging on 
the ventricular system; contracting brain lesions, or generalized 
brain atrophy, as seen in epilepsy, arteriosclerosis, senility, cere- 
bral trauma and other degenerative brain affections; and the local- 
ized brain atrophies seen in cerebral birth injury and in postnatal 
trauma. Its value in demonstrating brain pathology has been 
shown by Notkin,’ who found abnormalities in 53 per cent of a se- 
ries of cryptogenic epileptic patients. 

Through the ingenuity and efforts of Dandy,’ encephalography 
was introduced and popularized in 1919. Lieberson,* in an attempt 
to lessen the discomfort of the patient during encephalography, em- 
ployed gases other than air. He reasoned that the mechanicophy- 
sical or chemical properties of the gas might be at fault, and to de- 
termine this made encephalograms after carbon dioxide, nitrogen 
and helium had been introduced. The reactions with carbon diox- 
ide were more severe than with air, with nitrogen they were less 
severe and with helium even milder. The results with helium were, 
says the author, ‘‘encouraging enough to suggest its continued trial 
use in the future.”’ 


*Work performed while at the Kings Park State Hospital. 
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This study is presented to show the simplicity of the procedure 
by a somewhat detailed description of the standard technique with 
minor modifications, and to report on the work at Kings Park 
State Hospital, with special emphasis on the importance of the 
psychological preparation of the patient, which was found to be 
very valuable. Encephalography in the past has been considered 
as an operation requiring a high degree of technical skill and ex- 
pert judgment. However, more recently this attitude has changed 
and it is our purpose to show that the process is not extremely com- 
plicated and that any well-grounded physician who has X-ray 
equipment and a hospital bed at his disposal can easily include 
this test in his armamentarium. Of course certain fundamental 
rules, which will be explained in detail subsequently, must be care- 
fully followed in order to insure success in the undertaking. 


CONTRAINDICATIONS 


A patient who is to receive the test should be given a careful ex- 
amination. Physical illness with temperature above 100° F. and 
extreme senile debility are considered by us to be contraindications 
and were the only ones encountered by us in our work. Further 
investigation is necessary to determine definitely if these conditions 
actually make the operation dangerous. Davidoff and Dyke,’ Pen- 
dergrass® and Grant’ state that increased intracranial pressure is a 
contraindication, while Gardner® says it is not. 


PREPARATION OF THE PATIENT 


The psychological preparation of the patient is highly important. 
In our cases the operator visited each patient the day before that 
set for encephalography, and in an informal interview endeavored 
to gain the best possible rapport. After a friendly feeling was es- 
tablished the patient was told that special X-rays were to be taken 
which, it was hoped would be very helpful in diagnosing and treat- 
ing his trouble. Explaining the procedure from this angle made 
all our patients willing or even eager to undergo the test, and in 
one or two cases where unforeseen circumstances necessitated a 
delay, the patients became quite concerned lest they were not to 
have the examination. 


} 
€ 


36 ENCEPHALOGRAPHY 


Kach patient was told that the experience would be rather pain- 
ful but that he would be given medication to relieve him as far as 
possible and that the operator would exercise the greatest of care. 
He was also told what was expected of him, namely, that during the 
work he should move only when requested to do so, and that he must 
be content to remain in bed for several days afterwards. Needless 
to say, all patients were assured that the procedure was not, in the 
operator’s opinion, a dangerous undertaking. The efforts expended 
on these talks were more than justified by the results. 

Preliminary radiograms for study of the bones of the skull and 
landmarks are made some time in advance of encephalography. On 
the day of encephalography breakfast is withheld and one-half hour 
before the spinal puncture the patient is given a hypodermic in- 
jection of morphine, sufficient to cause slight drowsiness. He is 
then taken to the X-ray department and seated upright in such a 
manner that his forehead rests naturally against the proper place 
on the Bucky diaphragm so that he does not have to move when 
the upright encephalograms are taken. A horseshoe-shaped pad 
which gives support to the patient’s forehead has been found to be 
very useful in relieving neck strain. 


'TECHNIQUE 


The patient is told that a needle is to be placed in his spine; that 
it will pain a little, and that the procedure requires about one-half 
hour. He is requested to assume a comfortable position and as- 
sured that the procedure will be interrupted or terminated if he 
finds it too painful. All patients should be given this information ; 
it gives them confidence in the operator and his procedure and in 
this way aids in obtaining their cooperation. Occasionally a patient 
may complain that the pain is almost unbearable but with coaxing 
and encouragement can usually be tided over. 

A strap or other mechanical device may be used to make the pa- 
tient comfortable and help to support him. The authors use a 
bench with low arms for the patient to grasp and a wide belt passed 
across the hips and attached to the support rods of the Bucky dia- 
phragm on either side. The room temperature is kept at 85° F. 
and the air fresh and free from dust. 
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A lumbar puncture is performed in the usual manner with novo- 
eain anesthesia. A graduated beaker is on the sterile tray to meas- 
ure accurately the amount of spinal fluid withdrawn. Measurement 
is necessary because the amount of air injected must be 10 ce. less 
than the quantity of fluid withdrawn since the air expands when 
warmed in the cerebrospinal system. This precaution decreases 
the headache and may avert the possibility of sudden death. 

After the lumbar puncture needle is inserted 20 ¢.e. of spinal fluid 
are allowed to flow into the beaker by gravity; then, with a steril- 
ized 20 ¢.c. glass syringe, 10 ¢.c. of ordinary room air is injected 
through the needle extremely slowly. After that, 10 ¢.c. more of 
fluid is withdrawn and 10 ¢.c. more air injected very slowly. These 
amounts are repeated until sufficient air is injected. At least 60 
«.¢c. Should be introduced if possible as better encephalograms are 
obtained with this amount. 

The authors wish to emphasize their belief that the most impor- 
tant single step towards reducing the discomfort of the patient is 
the extremely slow and smooth injection of the air. This process 
should be carried on so slowly that the plunger in the syringe can 
barely be seen to move. This view is held by Lyerly,® who says 
‘slow injections minimize untoward symptoms, making their oc- 
currence much less likely.’? Grant’ disagrees, stating ‘‘the severity 
of the after-effects has no relation to the speed with which the 
fluid is withdrawn or the air insufflated.’’ Dyke and Davidoff" 
write, ‘*the number and severity of the symptoms are directly pro- 
portional to the amount of air injected.’’ The present authors do 
not agree with this statement in toto. While it is true that exces- 
sively large injections of air produce untoward results, moderately 
large amounts up to 150 ¢.ec. if properly introduced are usually well 
tolerated by the average patient. 

There appears to be no danger in allowing the spinal fluid to ex- 
haust itself under the foree of gravity. This exhaustion is more 
apparent than real. The patient should be in the X-ray department 
when the air is injected. During the process he should move as 
little as possible since the air will bubble out of the foramina and 
in many cases quickly become diffused or absorbed, making the en- 
cephalogram valueless. 
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The less the patient moves his head during the procedure and for 
several hours after, the less headache and vertigo he will be trou- 
bled with. Movement of the head is not necessary during the »pera- 
tion to secure drainage of the fluid. Spinal fluid pressure 
readings are not considered essential by the authors. Suf- 
ficient information as to the condition of the patient is gained by 
frequent readings of the rate and character of his pulse and by 
holding a running conversation with him. The running conversa- 
tion serves another purpose. It occupies the patient’s mind and 
diverts his attention. As he thinks up answers to questions and 
gives opinions on current topics, he is less likely to display psycho- 
neurotic manifestations. 

Frequently the patient becomes nauseated during the examina- 
tion. This can usually be relieved by asking him to open his mouth 
and breathe in and out rapidly, in other words, to pant. 

In all, 13 roentgenograms are made. The first is a postero- 
anterior exposure made as soon as 20 cc. of air has been intro- 
duced. This film is examined immediately and information is ob- 
tained as to the size of the ventricles, their position, and a rough 
estimate as to the amount of air that can be injected. After all of 
the air is injected, postero-anterior, antero-posterior and right and 
left lateral stereoscopic films are made with the patient still in the 
vertical position. The same exposures are made with the patient 
horizontal. The positions must be carefully set and maintained 
during exposure or the roentgenograms will be so distorted that it 
will be difficult or impossible to interpret them correctly. 


AFTER-CARE OF THE PATIENT 


The patient is taken on a stretcher-cart to the ward and placed 
in bed. He is instructed not to move his head, in order to avoid 
knife-like pains. 

It is not unusual for the temperature to rise in the first 12 to 24 
hours to 102° F. An ice cap gives relief but in some cases it is also 
necessary to administer morphine for pain or nausea. Two or 
three days in bed are usually sufficient; but some patients may re- 
quire a longer period of bed care because severe vertigo results 
when the upright position is attempted. 
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Report or WorkK 


The authors began employing this procedure at the Kings Park 
State Hospital in 1932. In all, 40 encephalograms have been 
performed with a mortality rate of zero. On the face of it that 
does not appear at all unusual since the mortality rate quoted by 
Pancoast and Fay” is very low, 1.2 per cent. However, when one 
considers the fact that included among the 40 persons tested were 
patients with advanced psychoses due to cerebral trauma and cere- 
bral arteriosclerosis, one is impressed either by the exceptional re- 
sistance of the patients or by the relative harmlessness of the pro- 
cedure. 

All the cases were selected because of some clinical signs and 
symptoms difficult to interpret but suggestive of brain pathology. 
After a three months observation period during which all necessary 
physical, mental and laboratory tests were completed the mental 
diagnoses were made. All of the patients were psychotic. In 15 
with convulsive disorders, encephalography revealed intracranial 
pathology in 12 cases. In 8 patients with brain or nervous disease, 
type undetermined, encephalograms indicated abnormalities in 7. 
Six individuals with traumatic psychosis (postnatal trauma) were 
examined. Pathology was found in all of these. Two patients had 
psychoses with cerebral arteriosclerosis; encephalography showed 
pathology in both cases. Definite abnormality was noted in the en- 
cephalograms of 2 patients diagnosed psychosis with mental defi- 
ciency. In seven patients whose mental illness was classified as de- 
mentia precox, encephalograms were within normal limits. 


Case ONE 

L. D. Male. White. Age 24. Figs. 2 and 3. 

Symptoms: Vivid hallucinations, extreme fear reaction, suicidal 
tendencies. Right-sided weakness, confusion, poor orientation. 

Diagnosis: Psychosis with other brain and nervous diseases: 
type undetermined. 

Encephalography was performed on December 29, 1932; 70 c.c. of 
spinal fluid were withdrawn and 60 c¢.c. of air injected. 

Encephalographic Findings: Air well distributed throughout 
the ventricular system. Lateral ventricles slightly asymmetrical. 
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Cisterna interpeduncularis dilated. Few sulci show air. Pineal 
calcified but not displaced. Sella turcica enlarged. Ventricular 
system considered within normal limits. 


Case 
A.C. Male. White. Age 59. Figs. 4 and 5. 

Symptoms: Profound mental changes, dull, uncooperative, se- 
vere headaches. Physical signs poorly defined. | 
Diagnosis: Psychosis with cerebral arteriosclerosis. 

Encephalography was performed January 19, 1933; ¢ 
spinal fluid were withdrawn and 75 ¢.e. of air injected. 

Encephalographic Findings: lateral ventricles dilated and 
asymmetrical, left more than right. Posterior horns blunted. Shift 
of system to left and anteriorly. Cisterna longitudinalis dilated. 
No air over cortex. 

Autopsy Diagnosis: July 3, 1933. Cerebral arteriosclerosis. 

Brain showed typical changes of advanced arteriosclerosis with 
dilated ventricles, cortical atrophy and arachnoiditis. 
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Case THREE 

A. B. Female. White. Age 42. Fig. 6. 

Symptoms: Convulsive seizures beginning at five and a half 
years of age, gradually increasing in severity to grand mal type. 

Diagnosis: Psychosis with epilepsy deterioration. 

Encephalography was performed on January 10, 1934; 80 ¢.c. of 
spinal fluid was withdrawn and 60 ¢.c. of air injected. (Mild seiz- 
ure during encephalography. ) 

Encephalographic Findings: lateral ventricles symmetrical. 
Cavum septum pellucidum dilated. Third ventricle faintly out- 
lined. Cisterna chiasinatis and cisterna vena magna dilated. No 
air over cortices. 

Case Four 


R.D. Male. White. Age 30. Figs. 7 and 8. 

Symptoms: History of truaney and maladjustment. Epilepti- 
form seizures for a number of years, varying from slight tremors 
of the body to more severe seizures. Life history that of psycho- 
pathic behavior. 
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Fig. 1.—Sketch of the anatomy of the ventricular system. 
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Fig. 11. Air content over left hemisphere not well shown 
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Diagnosis: Psychosis with other brain and nervous disease: 
type undetermined. 

Encephalography was performed on March 20, 1933; 85 e.c. of 
spinal fluid was withdrawn and 75 ¢.c. of air injected. 

Encephalographic Findings: \.ateral ventricles asymmetrical. 
Left partially collapsed, posterior horn blunted. Left choroid 
plexus calcified. Cisterna vena magna dilated. Sulci left cortex 
widened. Convolutions left cortex atrophic. 


Case Five 

D. W. Male. White. Age 39. Figs. 9 and 10. 

Symptoms: December, 1929, pistol wound right frontal region. 
Bullet lodged in left frontal lobe. Left frontal trephine and re- 
moval of bullet. Depressed, retarded, rambling, circumstantial 
and evasive. Following admission occasional convulsive seizures, 
gradually increasing in severity and frequency. 

Diagnosis: Traumatic psychosis: posttraumatic mental enfee- 
blement. 

Eneephalography was performed on January 4, 1934; 80 ¢.c. of 
spinal fluid was withdrawn and 70 ©. of air injected. 

Encephalographic Iindings:  \.ateral ventricles dilated and 
asymmetrical, left larger than right. Posterior horns obliterated. 
Third ventricle is dilated. Cisterna vena magna and basilar cis- 
terna slightly dilated. Shift of ventricular system anteriorly and 
slightly to the left. No air over the cortex. 

Autopsy Diagnosis: May 23, 1934. Staphylococcic meningitis. 
Frontal lobes soft, edematous, and on cut section showed purulent 
fluid. Left frontal lobe large. Abscess extending from anterior 
horn to the surface. Culture showed staphylococci. Laterally both 
frontal lobes showed a depressed area of sear tissue, evidently en- 
trance and exit of the bullet. 


SIx 
C. McC. Male. White. Age 57. Figs. 11 and 12. 
Symptoms: Lett parietal fracture with trephine 12 years previ- 
ous to admission. Alcoholic. After fracture easily affected by al- 
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cohol, irritable, persecutory ideas. Simple, no gross memory de- 
fects, orientation good. Intelligence poor, insight and judgment 
nil. 

Diagnosis: Traumatic psychosis: posttraumatic constitution. 

Encephalography was performed on May 4, 1933; 100 ee. of 
spinal fluid was withdrawn and 90 c.c. of air injected. 

Encephalographic Findings: Ventricles asymmetrical, left lat- 
eral dilated and displaced to left. Third ventricle dilated, cisterna 
vena magna and basilar cisterna dilated. Right cisterna lateralis 
cerebri dilated, partially outlining the right insula. Air pocket un- 
der site of trephine. The left petrous ridge shows increased pneu- 
matization. 

SuMMaRY 


1. The procedure is a safe one to employ. 

2. The psychological preparation of the patient is valuable. The 
air should be injected very slowly, in order to lessen untoward 
symptoms. 

3. The procedure is indicated in convulsive states, traumatic 
psychoses, suspected brain tumors, and all organic brain affections 
of undetermined nature. 

4. Thirty-one patients with convulsive states, traumatic psy- 
choses, cerebral arteriosclerosis, and organie brain affections of 
undetermined nature, showed encephalograms indicating definite 
and easily recognizable pathology outside of normal limits. 

5. Seven patients with dementia precox showed encephalo- 
grams within normal limits. 

6. Two patients with mental deficiency showed encephalograms 
indicating dilation of the basilar cisternae. 
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GRAPHOCATHARSIS IN SCHIZOPHRENIA 
Report of a Case 
BY POMPEO MILICI, M. D., 
SENIOR ASSISTANT PHYSICIAN, KINGS PARK STATE HOSPITAL 

It is unquestionable that the basic formulations of Freud are 
here to stay. Of undoubted therapeutic value in selected cases of 
psychoneuroses, they have been increasingly utilized in public men- 
tal hospitals, bringing about a thoroughly new understanding of 
the psychoses and opening up avenues for a more intelligent man- 
agement of the mentally ill. 

The state hospital physician, however, has but a limited oppor- 
tunity to attempt formal psychoanalytic therapy. Of the patients 
admitted to the hospital, those most amenable to such treatment, 
that is, the psychoneurotic patients, are only too often beyond 
formal psychoanalytic approach, or in a state to be done gross in- 
jury by any such approach. The majority of them are already hy- 
pochondriacal, with psyche and soma apparently irrevocably inter- 
locked. 

It is little wonder, then, that the patients who form the largest 
bulk of the hospital population, the narcissistic neuroses, so rarely 
offer a suitable subject for the classical and full technic. Most 
schizophrenics, at least, reach the hospital with psychosis of long 
standing and it is established opinion that there should be no at- 
tempt here, as a general rule, to uncover too zealously the material 
substrata and mechanisms at work. Psychotherapy must for these 
patients be, of necessity, a considerably modified psychoanalysis. 
The patient is directed into social and industrial activities, brought 
into contact with the nurse, the social worker and the occupational 
therapist, and in his dealings with his physician is encouraged to 
‘vet things off his chest.’? But the psychoanalytic principles here 
are of value chiefly in giving the physician insight into the patient’s 
complexes, directing thereby his effort in his attempts to socialize 
and integrate the patient’s activities. Only rarely does the patient 
himself thus achieve any appreciable insight. 

Occasionally it will happen that a schizophrenic or a manic-de- 
pressive patient will approach move or less the requirements for a 
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successful carrying out of Freudian analysis. That is, as in the 
suitable psychoneurotie subjects, they will be preferably intelligent, 
adolescent or in early adulthood, lacking an overburdening consti- 
tutional predisposition, with not too obscure psychogenic factors 
and with a sincere desire to make a full recovery. In these in- 
stances the formal classical analysis is advisable. 

At this point, however, a new difficulty must be admitted. There 
are exceptions, of course, but regardless of how well versed the 
average hospital doctor may be with the teachings of the various 
analytic schools, he is not always particularly well suited to con- 
duct a formal analysis. However eager he may be to help his pa- 
tient there are certain requirements that he too must fulfill, an in- 
tuitiveness of mind and a personality not found in all. And if he 
be analytic-minded he will find usually that he has an overabund- 
ance of patients and administrative problems to oecupy the greater 
part of his time. 

To meet such difficulties the writer has carried out for several 
years, with suitable patients, a modified form of analysis, a grapho- 
analysis or autocatharsis, with distinctly less effort and time in- 
volved on his part than would be the case in formal psychoanalysis. 
Aware that patients would sometimes readily write though stub- 
bornly mute, and noting that often even talkative patients did much 
better in putting their thoughts on paper than when confronting 
the physician directly, the writer formed the habit of asking se- 
lected patients to ‘‘write for him.’’ The request was logical if only 
to supply the patient with a part-time occupation. But the writer 
was soon convinced that it was more than just occupational therapy 
in many eases. As Hinsie’ has stated, ‘‘ Undoubtedly many pa- 
tients derive much help by simply unburdening themselves. Any 
insight (on the part of the patient into the meaning of his prob- 
lems) that may be gained at the same time is valuable.’’ 

Indeed the unconscious substrata would emerge in the writings 
much as it does in formal analysis. Glimmerings of insight would 
begin to appear, sometimes a considerable insight, and in all cases 
that the writer has observed a very definite improvement resulted. 
At times he has had four or five patients all ‘‘ writing for him’’ at 
the same time with a resulting progress in each that could not have 
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been expected had he attempted to give them a more direct but 
more divided attention. He feels, therefore, that this modified 
analysis merits its continuation and more widespread use. 

The patient whose history is being presented was admitted to 
the Kings Park State Hospital on February 2, 1935. Evidences 
of psychosis had been in plain view from March, 1933. Actually, 
however, the psychosis was of much longer duration and so insidi- 
Ous in its onset and progression as to denote an unfavorable prog- 
nosis. 

The patient’s paternal grandmother suffered epilepsy and his 
father, a man of marked introverted personality, is now in a State 
hospital suffering psychosis with epilepsy. On the mother’s side 
history is negative for nervous and mental diseases. The mother 
is herself very well adjusted, pyknic in type and psychologically 
extraverted. 

The patient was not considered to be suited for analysis. Indeed, 
during the first seven months under the writer’s observation he 
was believed to evidence ‘‘a well-advanced hebephrenic deteriora- 
tion, without any very obvious conflicts, the deterioration being ap- 
parently brought about by a gradual psychic disintegration,’’ and 
treatment consisted of ‘‘ general therapeutic principles.”’ 

The idea of analysis was first suggested to him more or less casu- 
ally, and it was his submissive, though apparently sincere agree- 
ment to cooperate that led finally to the graphoanalysis. The star- 
tling improvement achieved in three months time, after a full- 
blown psychosis had been so long present, makes the case worthy 
of presentation in detail. 


Report or Case 
Early history. 

R. C. was born in Brooklyn, N. Y., February 10, 1913, the only 
child of French-Irish parents. The mother’s condition during 
pregnancy was good. Labor was easy and uncomplicated and 
there was no evidence of asphyxia or cranial trauma though birth 
weight was 10 pounds. The child was wanted and neither parent 
suffered any change in disposition. Breast feeding continued for 
16 months and weaning was only moderately difficult. There were 
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no teething troubles. Walking started at 11 months and talking 
progressed rapidly. Toilet habits were easily established. Through- 
out infancy the patient was slightly overweight. He was ‘‘a very 
nice baby, cute, very quiet, hardly ever crying and no bother at 
all.’’ 

Between the ages of 3 and 5 he suffered measles, diphtheria and 
whooping cough, without complications or apparent residuals. He 
made no fuss during these illnesses and received little oversolocit- 
ous attention from his parents. ‘‘He was never one to want very 
much. Anything you ever did for him, he seemed to be well pleased 
with it. He never made trouble of any kind for anyone.’’ History 
is negative for convulsions, injuries or operations. 

He had an even, docile disposition and ‘‘was never rustled over 
anything.’’ One did not have to be strict with him. He was very 
submissive and respectful and an affectionate child. His upbring- 
ing was almost entirely in the hands of his very religious mother. 
She however did not pamper him, giving him reasonable, sensible 
care and attention. Other than a tendency to be finicky about feed- 
ing there were observed no neurotic manifestations nor habit dis- 
turbances during this period. 

At the age of six the patient started to attend parochial school. 
He traveled to and from school alone. He developed at once a very 
strong interest in the church and for 10 years he served at the altar. 
He ran errands for the priests and nuns and ‘‘they loved him.’’ 
He was a ‘‘student type’’ and progressed excellently in his classes. 
He was never late for school and he brought his teachers presents 
frequently. He mingled little, however, with his classmates. ‘‘It 
was his nature and the church helped.’’ Very serious and without 
sense of humor, he seemed ‘‘always doubtful of himself.’’ If a 
quarrel arose among the other children he would enter the church 
to await its termination. 

When he was 10 years old his father, a mailman, commenced to 
have epileptic convulsions. The first occurred in the presence of 
the patient and, though the majority thereafter were nocturnal, the 
patient witnessed a number of them sufficient to keep up in him an 
anxiety for the father and a dread that he himself would some day 
suffer similarly. 
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No neurotic traits were observed during this period but he 
seemed to change somewhat toward the onset of puberty. He be- 
came noticeably more sluggish and still more inclined to be silent, 
and he showed overactivity and inactivity by fits and starts, with 
increasing sluggishness predominating. 

When 14 years of age he entered a Catholic military high school. 
Here he showed a gradual slipping backward in his classes and an 
increasing inclination toward the church. Very reserved and 
dreamy, he kept almost entirely to himself. At home and at school 
he was ‘‘a bundle of nerves,”’ irritable and restless, with indica- 
tions of the development of a proud attitude, but he continued gen- 
erally submissive and compliant to the slightest suggestion. He 
lost much of his mildly affectionate demonstrativeness toward his 
mother, kept quite apart from his father, sought little advice, 
showed little curiosity in the family problems, and ‘*he was allowed 
to live more or less his own life.’’ Ile arose at 6 o’clock each morn- 
ing to serve Mass. He showed a mild interest in watching baseball 
and football games but most of his time was taken up with studies 
and with his services at church. ‘‘His delight was the church.’’ 
His exercise was comprised of solitary walks before bedtime. 

Plans had been for him to continue his studies at a cathedral but 
several months after graduation he surprised his parents with a 
sudden decision to enter a seminary to become a Jesuit. They did 
not oppose him and he was admitted to the novitiate on July 30, 
1931. He seemed to be happy with his decision and his oeceasional 
letters home continued to indicate this. He was visited by his par- 
ents at regular though infrequent intervals. They saw him last 
at the novitiate on January 8, 1933. To them he seemed well in 
every way. The father master said of him that he was ‘‘studious 
and saintly but a little too quiet.’’ On March 9, the parents were 
informed by telephone that the patient was ill and would have to 
be returned home. 


At home. 
‘‘He was a different looking boy, an entirely changed person. 
Everyone that saw him said so. One of his boy friends cried when 


he saw him. His face was long and he looked older. He looked 
like he had had a stroke.’’ 
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The first week he kept entirely to his room. The mother, bring- 
ing his meals to him on a tray, was commanded always to knock at 
the door before entering. He was very quiet but sometimes walked 
about with his head high, looking at the ceiling, mumbling some- 
thing about modesty of the eyes. 

He said that he had been sent home to be tested by the Jesuits, 
and all visitors, to him, were testers. He said he was leading the 
life of a Jesuit at home. He slept on the floor. He read a Bible 
typed in fine print for hours at a time. He said that he wanted 
very much to return to the novitiate, and then again that he never 
wanted to go back. 

The father, tremendously upset at the son’s illness, began to 
suffer more severely from convulsive attacks and, because he be- 
came dangerously assaultive now following these, his commitment 
became necessary. This occurred on May 8, 1933, and he has con- 
tinued a patient in a State hospital. 

The son now sat about with his head down, absorbed, very quiet. 
He arose early mornings to attend Mass, refusing any food until 
noon. At times he would not eat at all; at other times he ate raven- 
ously. He walked sluggishly, with slouched posture. He was ir- 
ritable, stubborn, morose and moody. He blew his nose frequently 
and loudly, and would use a handkerchief or a towel but once. Ex- 
tremely untidy himself, he insisted that everything else be immacu- 
late. He refused to bathe and he walked about wringing his hands 
in the manner of washing them. He accused others of immorality, 
referred to them as ‘‘devils,’? and repeatedly stated that he was 
better than anybody. He stretched his arms and yawned, morning, 
noon and night, as if he were chronically tired. Strange thoughts 
came to his mind, he said, and he did not like them. When com- 
pany visited he hid in his room. He thought groups of people 
talked about him. All whistles, he felt certain, came from hospitals 
for the mentally ill. He remarked that men in church looked like 
St. Joseph. He started to get up at 3 a. m. to go to Mass. 

He continued thus until September, 1934. Then he refused any 
longer to attend church. He refused to leave the house at all, in- 
sisting he did not want to associate with others as he was superior 
to them. He became increasingly restless and irritable and kept 
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more and more secluded in his room. He slept but two or three 
hours a night, reading the Bible continually. 

In late January, 1935, he said he didn’t like people’s eyes, that 
eyes were the windows of the soul. He detested the canary’s eyes 
and the eyes of a lion (statuary) frightened him. He insisted that 
all windows be kept tightly shut, fearful that he would catch cold. 
He told his mother that her mouth was not where it should be and 
he questioned whether she was his mother. He then started to talk 
incoherently and at great length about a Grace B. and a Gladys G., 
said they were coming to see him in an aeroplane and that he was 
going to marry them and own a yacht. He warned his mother that 
an ambulance was coming to take her away. He shouted out re- 
peatedly that he could be Pope. He kept looking at the sun and 
told the doctor who attended him that the sun was God’s face. He 
then took to his bed and refused to leave it. He would not eat. He 
drooled copious amounts of saliva and insisted on toilet paper to 
wipe his mouth, showing an unreasoning fear of handkerchiefs. He 
was ‘‘ice cold,’’ said he was dying, that he saw the Lord, and he 
demanded a priest. He then accused his mother of immorality 
with the priest, told her she could not tempt him and he struck her. 
He wet the bed. Accusations and assaultive tendencies against his 
mother increased and she finally consented to his commitment. 

At Kings County Hosmital. 

Admitted January 29, 1935. The physical examination was nega- 
tive. He was described as ‘‘silly and superficial in his general at- 
titude and behavior; subject to auditory hallucinations and to bi- 
zarre delusions of a religious and sexual nature. Overactive, he 
talks continually, his productions rambling, circumstantial and 
flighty. His mood is out of harmony with ideas expressed and he 
shows gross impairment of judgment.’’ 

He said here, ‘‘She has red hair and blue eyes, Grace. Do you 
know Miss Grace B.? She is a billionairess. At least she owns 
everything under God. She is the throne too. St. Joseph is way 
down. Iam Robert. God told meso. He always speak tome. He 
tells me what to do. It’s a new order of things. His voice is close. 
It comes from above. I am in communication with St. Joseph.’’ 
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At Kings Park State Hospital. 

Admitted February 2, 1935. He had a dull, vacant expression. 
He readily admitted hallucinations but insisted he heard only good 
voices, more particularly God’s voice, telling him what to do. ‘‘It’s 
a good thing because I don’t know where I’ll go. I may be here or 
I may be there, finish my education, go over to Europe, study for 
the priesthood again and become Pope. I am the spirit. God told 
me so. I think I am perfect. I like handsome men. I am not inter- 
ested in the opposite sex.’’ He offered these productions of his 
own accord and he went on and on without need of questioning 
though in a very indifferent manner. 

On the ward he was quiet and cooperative. His emotions were 
described as childish and inappropriate. He considered himself 
fortunate and good-looking and added that he was better than his 
mother. He felt fine, he insisted, very happy, with nothing to make 
him sad or cause him worry. He said that his studies had been dif- 
ficult but that he was sure he would now obtain a needed rest. 

He pointed out four patients who had arrived with him from 
Kings County Hospital as being Colonel B. (father of Grace B.) 
and his three sons. ‘* What God says,’’ he cried, ‘‘T shall do.’’ He 
would marry Grace B. and continue his studies. **God told me so.”’ 
God was present, he insisted under an assumed name (another pa- 
tient). God, he said, had been sending him messages for the past 
year, directing his life, telling him to be good, and His voice was 
always very pleasant and soothing, and not at a!l to be regarded as 
supernatural or abnormal. 

He was oriented for time and place, showed no disturbance of 
memory, and he performed excellently in retention and recall, coun- 
ing and calculation, reading, writing, and school and general knowl- 
edge tests. Mental illness was denied. 

He remained on the reception service until July 6, 1935, when he 
was transferred to ward 48. While on the reception service he 
was noted as being simple, shallow, apathetic, very silly and ‘‘like 
a child,’’ manneristic and with numerous facial grimaces. He said 
that God communicated with him daily, that he was God, that he 
had superior intelligence and was otherwise better than others. He 
worked well on an outside squad but was evasive now in discussing 
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his difficulties and he made a blank denial of anamnestic state- 
ments. <A desire to return to his studies was occasionally but in- 
differently expressed. 

On ward 48, where he remained until January 30, 1936, when he 
was transferred to ward 10, he was described as ‘‘a poor worker in 
the laundry, preoccupied, silly, very evasive, rambling, incoherent 
and irrelevant, hearing God’s voice through priests and seeing 
angels in church.”’ 

On ward 10, for the following seven months, there was observed 
no remarkable change in his mental condition. 

In early September, 1936, the writer impressed on the patient the 
advisability of mental catharsis and he submissively agreed to 
comply with the request that he write as much as he possibly could 
of his life history. He warmed up more and more to his task and 
shortly the following gratifying statements appeared in his writ- 
ings: 


I wish to inform you as best I can to clear up my condition perfectly, 
avoiding nothing . . . I hope you will help me to have a clean cultured 
and prudent mind so that 1 may always be happy and sociable . . . I 
hope these bad thoughts from Hell itself may leave me forever so that I 
may be a eredit, honorable, kind toward my fellow men . . . How will I be 
able to strengthen myself for the future? How may IL become a man of 
strong character and have backbone in me . . . All that I lack I must ac- 
quire and I will try my best to do all that I can to improve myself . . . What 
I want to do is to lay before you my mind as best I can so that you may be 
able to help a poor, unwise, unlearned person in many, many ways to right 
hismind . . . I’d love to be a character that knew what it is all about, that 
could be agreeable to himself and pleasant toward others. What I would 
like very much is to become self-reliant and manly. If you could set before 
me how I eould accomplish this I would appreciate it very much. . . I 
hope I may now and for the rest of my life be free from these base cramps 
of the flesh which have dragged me down to a level far below ‘a good, clean, 
moral man . . . Help me, doctor, to aequire stability in my actions, to 
be gentlemanly and to be respected by everyone, even in a small way . 

If there is anything wrong in my personality 1 would like to pluck it out. 
The eareless, thoughtless, disinterested man I must east off. 

It appeared from these statements that the patient had an appre- 

ciable amount of insight and a certain willingness to achieve recov- 
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ery. That recovery was not to be gained easily, however, was in- 
dicated by an ambivalent attitude here, as elsewhere in his writ- 
ings. For example, statements such as these soon began to appear : 


I am quite certain that I should take things easy in the future because 
otherwise I would be a darn fool . . . The future doesn’t look bright but 
most obscure, most unpleasant, and all the work won’t be much fun . 

My life seems unimportant to me, of no consequence . . . Over my head 
is studying for the priesthood. I ean detect that anything that would ocea- 
sion applause would hurt me . . . I would just like to sleep and never wake 
up... The feeling that I can’t do it still continues and that is certainly 
a deep feeling . . . I lack strength of will . . . I have an aversion toward 
people. I like solitude, quiet, undisturbed by anyone. I can’t make that 
any too strong. It seems inborn in me to want to be alone. I don’t want 
to be sociable beeause too much is expected of me and so little gained . . . 


That certain something, the (?), is lacking . . . My heart’s desires don’t 
travel far. My mind doesn’t embrace anything outside myself . . . My 
personality is nil, that’s it’s sum total, and I like this condition . . . I 
dislike life. To live good requires too much, the struggle too great . . . I 


am lacking a good much of what is needed to get along in life. Life seems 
very difficult and I think to myself how much I lack the will to fight. I am 
very greatly discouraged. Then too I am apathetic, lacking life, lazy-like 
and it is very difficult to be active . . . I don’t desire to be anyone at pres- 
ent and don’t you think perhaps it would be better for me not to be any 
one? To be important isn’t much tome. . . I still sympathize with my- 
self greatly . . . What impresses others makes no impression on me . 

I eannot fathom many things in life . . . A simple commonplace life is 
the answer now. I will be happy, carefree and not worrisome if I ean . 

1 am sure that ambition is not for me and just to get along unnoticed and 
just existing is sufficient for me. On that I am content . . . I am of this 
type, well—if I can’t attain to a certain position possible of attainment then 
I am not able to do so and that’s all there is to it . . . I like to be liked but 
I don’t like to be put out . . . Never will I be a man of anything. This 
feeling 1 have felt before at home but that’s one thing that stays with me. 
When that feeling comes over me I don’t want to hear anything, see any- 
thing or anyone . . . I have many things bothering me and I have not the 
wherewithal to do what I would like to do. 


The patient was interviewed daily for a few minutes but never 
for a discussion of the material given in his writings. Each morn- 
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ing he was told that the writing of the previous day had been very 
carefully studied and that the examiner was very satisfied with 
the earnestness and ability shown by him in making so thorough a 
psychic dissection of self. He was encouraged to maintain the ef- 
fort to continue along the same lines and to feel reasonably sure 
that the examiner would be able to extend a considerable help 
toward a solution of his difficulties once he had a sure understand- 
ing of all important factors involved. These daily encouragements 
visibly bolstered the patient’s spirits and undoubtedly had much 
to do with his long continued cooperation. 

The patient has now been writing daily for three months. In the 
mass of material there occurred at first endless repetition and re- 
iteration, and in the early writings, page after page in which two 
or three sentiments appeared in stereotyped verbigerations. The 
change in the handwriting is remarkable. At the start a difficultly 
legible, irregular scrawl which slanted obliquely and untidily across 
the paper, it shortly became neat and concise, without irregulari- 
ties or tremors, and a perfectly coherent discussion was offered 
instead of the hodge-podge of ideas originally jotted down. 

One month after the patient had started his writing he was vis- 
ited by his mother and aunt and they expressed themselves as ‘‘sim- 
ply amazed at the wonderful change he has undergone.’’ Both 
were insistent that again he was suddenly an entirely changed per- 
son, that he had never looked better in his life, and that without 
question he had not only made a complete recovery from his illness 
but had benefited even further in that he was apparently now more 
fitted than ever before to establish himself as a social being. They 
remarked on the changed facial expression, ‘‘ now alert and straight- 
forward,’’ on the energetic manner of his movements, the height- 
ening of his emotions and the accuracy of his conversations, the 
absence of any observable abnormality. 

The patient, it is true, presented a marvelously improved exter- 
nal appearance, but actually was far from recovered, and continued 
to experience a vast array of schizophrenic symptoms, as the mate- 
rial in his writings indicated. This has been abstracted and or- 
ganized to some extent but much of it follows here nevertheless in 
the words of the patient and as he, himself, presented it: 
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Voices are constant from day to day, very continuous. They seem to 
have no end and it is well nigh impossible to avoid them. They are clear 
and distinet and very, very well understood. I try not to pay attention to 
voices, yet without paying attention know what is said. They come from 
without, from persons close to me who yet appear unconcerned, or even 
from persons out of sight, from a distance, from people I am thinking about, 
seeking knowledge or giving answers to my questions. I hear too continuous 
voices inwardly, so rapid at times I can’t remember all that’s said. Voices 
upset my equilibrium altogether. They are rarely good and can’t be 
changed. They have no regard for anyone or anything. 

Voices called him ec. s., asked him if he was homosexually in- 
clined toward his father and pointed out other patients as homo- 
sexuals. Over the ‘‘radio’’ homosexual voices were frequent, ‘‘as 
though certain announcers were homosexual.’’ Also the same from 
certain effeminate patients and attendants. ‘‘I would say I’m not 
homosexual alone but I will admit the handsome type of man who 
may seem effeminate to me is the type who makes me homosexually 
inclined. A voice from an effeminate attendant in the laundry is 
relentless, persistent, never letting up in tenacity. The voices say 
that homosexuality in thought is good and is practiced as a relief 
to the mind of a person troubled with homosexuality. Homosexual- 
ity seems quite a natural thing to me. I have always desired to be 
the man. I would hate to be the one thought homosexuality of. My 
nature does not tend that way. Possibly I was homosexually in- 
clined because I was jealous of other fellows’ popularity with the 
opposite sex. I am ashamed when knowledge of my homosexuality 
is made known to others by voices.”’ 

His father’s voice called him s. 0. b., and demanded him to ex- 
plain his views on sex. His mother’s voice called him s. 0. b., and 
it seemed to him that he ‘‘deserved it for some reason or other.’’ 
Her voice demanded that he forget the Jesuits. A loud ‘‘whore,’’ 
a drawn-out voice frequently shouted, pained him. Voices hurt his 
mother particularly, cursed him and his father unmercifully. A 
voice, ‘‘that bitch,’’ constantly referred to his father. The voice 
of a friend at home continually asked if he had ‘‘known his 
mother,’’ the reason, ‘‘that he would gain from it and I would just 
be put aside.’ 
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From patients, voices asking him if he ‘‘knew’’ his mother, 
‘that is in the front where the uterus is, also in the back or but- 
tocks.’’ Voices repeatedly called his attention to his former land- 
lady and her voice came often, ‘‘Be careful how you think,’’ and 
‘take spells,’’ (‘causing a struggle in my mind and a fear and 
dread of spells’’). 

Voices ridiculed goodness in women. ‘‘l fear even to speak to 
most women because [ have a repugnance toward them as well as a 
base, hard to control mind of a low base type so that they seem to 
lose much of their innocence.’”’ 

Voices are very insulting, abstracting, poignant, like a knife, because any- 
thing of the lower nature has a terrible effeet on me. They disturb, rattle, 
befuddle me, confuse me, are most annoying, vexing. At times they daze 
me so that I cannot think and act blindly and become gloomy in struggling 
against an inward force. Frequently they confuse my thinking so that | 
am unable to distinguish my thinking from the many voices I hear. They 
make me unable to break the sexual spell. They arouse my emotions much 
more that plain thoughts of marriage or intercourse. They are enough to 
drive me mad. They catch me and keep me awake and make me very 
angry and impatient, an awful grouch. I am distinetly forced to listen to 
voices, to supply answers that are not to my liking—they are drawn from 
me. When girls are the center of sexual voices I am hurt badly because | 
try to keep my mother uppermost in my mind. 


THE LIGHT 

I first experienced the black light at home before I went to the Novitiate 
and it has since been very prominent. Cireles, ovals, squares and dark 
broad streaks of it covering the sky for miles, lightning-like flashes blacken- 
ing the sky, and always the black light is centered about sexual things. 

* 

It is foul, filthy. dirty, horrid, rotten, most dreadful, from Hell and I 
hate it. It is morbid, so writhing with dirt, lust, impurity and everything 
that appeals to the devil . . . It is pleasurable, very appealing to rottenness. 
It arouses pleasant sensations about my face and penis . . . It makes grue- 
some diabolical faces appear. It came once from a patient when he opened 
his mouth to speak and it was overpowering. It lodged in my stomach and 
stunned me so I could hardly hold up my head. It comes often from E. G. 
(an epileptic patient) when he walks. His steps bring black light to my 
head and sharp pains accompany it. The black light makes me very faint 
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and dizzy. The pain is terrifie and paralyzing. It cuts my head like a 
knife and hurts my entire body. It makes my head shake and my hair 
feels like it is drawn from the sealp. It makes me dumb—a sort of stupor 
and terrifies me. It suggests impure thoughts which | hate and it brings 
voices . . . I believe others can see the black light and that others can 
transmit their thoughts on it and receive thoughts in return. I can detect 
others listening. When the black light hurts me the result is 1 would hurt 
anyone, even my mother, because the pain is unbearable and that’s the only 
way I ean get rid of it. Pain to me means paining someone else. I curse 
my mother and the pain is transferred to her. 

* * * 


Evil thoughts of years ago are common. I| am foreed to remember them 
against my will and it is very hard to rid them from my mind. Evil seems 
so enormous at times that life seems a terrifie struggle in which I am almost 
obliterated. I am tight in the hands of evil and that look that comes to my 
eye is recognized by characters of low morals, even devils. 

* * 


A sexual thought of some kind just came to my mind. TI ean not make it 
out but I am on the toilet seat, I believe. It is some kind of a sexual com- 
plaint in some strange way that needs a doctor's attention. 

* * 


My thoughts are so base that I fear to think, yet | take pleasure in these 
evil thoughts. Often I find that ny thoughts are spoken. Thoughts from 
iny head travel to another’s head and lodge in his mind and influences him. 
My mind is in with other minds. Others hear questions asked of me. The 
snoring of a patient seems to be reechoing from the table on which T am 
writing. 

* * * 

I am foreed to act as a dummy almost for others, to lift my hand in the 
air, to write certain things, to stamp my foot. I am forced to listen to talk- 
ing, musie and the like when I’d rather be doing something else. I am 
forced to laugh often and my laugh is a bad one. 1 find myself at a loss 
to think when others are talking and I am foreed to sing,to talk aloud and 
to whisper softly to myself. 

* * * 


I become so ennervated I hate everybody. I spit with anger when impa- 
tient and have great difficulty controlling my temper. <A lack of confidence 
continues. I feel very sluggish and I find it most diffieult to work. I lack 
peace of mind. The mental attitude that I experience is fear, discourage- 
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ment and disgust. I sweat from nervousness due to fear to take spells. I 
fear J. K. (an epileptic patient) , because he takes spells, and fear just about 
kills me. The mental anguish at the hospital is terrible. I am frequently 
laughed at by people. 1 am reluctant to meet people and to converse with 
them. There is a sadness that grips my mind and holds it. I feel very 
bitter inwardly. I love purity, innocence and wholesome things but it is 
almost impossible for me to cling to this good attitude of mind. I lack in- 
terest in things of life except religion. I am obedient to save myself, to 
avoid injury. I would not care if I died at any time. 


The material now became biographical: 


CHILDHOOD 


The major part of my infancy seems hidden to me. Up to 6 years of age 
I had no companions. My infancy was a very enjoyable time to me—free 
from care and responsibilities, a time of mental contentment, of innocence, 
pleasures without pain, days filled with fun, happiness in freedom from 
tasks. I had everything I wanted. Many rich men’s sons didn’t get as 
much as I received. 

I always liked quiet—a fault that I was too quiet, shy and timid. I’d 
make a tent out of a table cloth and I’d sit in there and I wouldn’t say a 
word. I was always spice and span. My mother would leave me in the 
back yard alone and I wouldn’t get dirty. 

In school I feared the rougher boys. Aggression was not in my nature. 
I was very sensitive and readily hurt by criticism. I had a liking for gen- 
tlemanly children, well mannered children. | disliked bullies and shallow 
coarse fun. Rowdies and roughnecks intimidated me and this mental weird- 
ness and worry has persisted all through my life. As a child my ambitions 
were high but pressure and trial seemed to show my faulty points, the things 
I was lacking in, the hollowness of my character, the undermining of an 
innocent structure, for as a baby I must have been innocent. 


I started to masturbate when I was about 7 years old, very very often. 
In the primary grades I masturbated a great deal. My worst faults were 
undoubtedly attentiveness to know evil. I read filthy writings on bathroom 
walls in grammar school, fearful that I would be caught. My practice of 
reading filth continued. I was good asa child but that inclination was there 
too—eagerness to know wrong. I pretended to be the most innocent in 
school. 
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Despite the great appeal the Church had for me I had a great weakness 
toward these degenerating forces of bad pleasure. The worst the thing, the 
more basely appealing, the more I enjoyed it. I made the mistake of follow- 
ing the wrong part of my nature and gratifying my lusts to the fullest 
extent. 


HicgH ScuHoo. 


I entered a Catholie military high school on February 1, 1927. 1 soon 
found the studies quite difficult and did particularly poorly in mathematies 
and Latin. I found it difficult to give full attention in elasses. My con- 
centration for home work was such that | had to apply myself strenuously 
to prepare for my classes. My mental reasoning powers diminished due to 
masturbation. I lacked depth of mind, being lightheaded perhaps. My 
mother would say, ‘‘Be sensible.’’ Gratifications of my lower nature may 
have caused me to lose my pep and enthusiasm for good clean things. I 
did not know how to approach the opposite sex. A very weak, indelicate 
and bestial outlook toward marriage made me hard and eold in very many 
ways. My father caused me the greatest fear of taking spells and I felt 
how could I be anyone with such parents. I had great difficulty finding 
interest in life. Very often I was hurt by my own lack of direction and 
decision. [ was too imaginative and not very practical. Love was stifled 
in me by rot. Sex puzzled me and because of a terribly weak sexual life I 
loved beauty from afar but was not able to grasp it. Filthy thoughts of 
an almost unbelievable kind and variety made me shy, timid, weak, lacking 
courage before real men. From my earliest years I had let things eat into 
me, as it were, and I never got rid of these deceiving weaknesses. When 
opportunities arose I did not grasp them. I kept things to myself. As my 
uncle said, I am an introvert. 

« 


I masturbated exceedingly often and was very self-conscious, feeling that 
others knew I masturbated. Yet I took filthy pictures to bed with me and 
evil seemed to mount up so tremendously that very little good was left. A 
terrifie loss of security resulted. I was greatly annoyed by shyness due to 
masturbation and greatly disturbed by my lack of sociability. I feared due 
to a lack of confidence. In classes | was not at ease, but unnerved, rest- 
less and distracted and I feared to be called upon. I avoided other stu- 
dents. I was timid and fearful of the strength of others and when I did 
not come up to them I felt inferior. This feeling was common with me and 
I looked upon them with a fear I cannot describe. 
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I masturbated to such an extent, very often so greatly, that I have grown 
tired of masturbating ‘through sheer exhaustion. Masturbation grew and 
grew on me. As I masturbated I made up mental pictures. I masturbated 
thinking of the landlord’s wife. I often masturbated in mind by just let- 
ting my thoughts wander from one bad thought to another. Masturbation 
was my chief delight. I had much pleasure with myself but was always 
exhausted. 

* * 

The effect masturbation has had on me was very deep—made me gloomy 
and downeast and brought about a fear of meeting people and of the out- 
doors, seclusion, shyness, worry and a depressed, lifeless condition of phy- 
sical health. I would learn things and retain nothing. Masturbation made 
me fear the insane asylum. It dulled and injured my personality. Yet I 
did not try hard to control it. I stimulated many erections to satisfy a 
pleasure I sought and often masturbated many times a day. 1 said to my- 
self, I am better than animals, lions, tigers, elephants. I thought of inter- 
course between a lion and a woman, an elephant and a girl, monsters and 
women. Once I masturbated before a mirror and was frightened to the 
extreme by the look on my face. I felt my picture was taken by a degener- 
ate mind, a devil perhaps. 

* * 

I was no back-slapper or handshaker though I did not refuse to talk to 
anyone if they asked me to. I was not the one who overstepped himself but 
rather the quiet, reticent, unconfident and afraid of being shown up type. 
I often spoke in a low tone so that I had to be asked to speak louder. I had 
a fear of being tested as to my manliness, say in wrestling, boxing and in 
debate. I failed miserably at speaking on my feet and was a total loss at 
dancing. I had to arise above a certain lack of confidence inwardly and 
often flushed in the face. 

* 

Peoples’ eyes conveyed thoughts to me. I have believed this as far as I 
can recall in my memory. I am sure that this condition was continuous and 
my inferiority was pronounced. I felt a sort of fear to look at people in 
the face. I feared others might notice me, and might cough at me. I be- 
lieved others were conscious of my condition and feared lest anyone would 
make fun of me. It was a growing worry that grew and grew. I could 
feel inwardly that I got nowhere with the opposite sex. I was driven more 
and more into religion. 

° ° 
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A Cardinal once lectured to us. He stopped before me and bowed his 
head significantly. I believed that had something to do with masturbation 
. TL experienced during those years, from 14 to 17, a fluctuating attitude 

of mind. I was wishy-washy. It was a period of terrible tension and many 
headaches. My nerves hurt me and I was cranky at home. I told a priest 
that 1 wanted to lead a perfect life and the Jesuits were the most perfect. 


THE NOVITIATE 
(July 30, 1931-March 9, 1933) 


During my 20 months there I was continually bothered by impure thoughts 
and I was under constant tension. Yet it was the most happy time of my 
life ina way. At the Novitiate I hardly ever masturbated or had emissions. 
Fear in mind kept me from masturbating. My mind was distracted by 
spiritual thinking and meditation. But | had the feeling that my whole 
past was coming back at me. 


I tried to study but I couldn’t concentrate. My memory was poor, power 
to study weak, the pains and anguish of mind when trying to eat, the many 
difficult duties vexed me. I feared to drink cream beeause I was hurt by 
noises in the throats of others. 1 tried to interest my mind on spiritual 
things but very often all I could think of was eating. 

* 


I was in a fog, my mind was clouded. I was serupulous. I thought ill of 
my mother. I took on a proud attitude. I had many queer notions in my 
head, great mental experiences, always thinking of religion. Father Master 
told me I was too much centered on spiritual things and to get out and 
play to distract my mind. He said | was sluggish and lethargic. He told 
me a Jesuit always held his head high and he showed me how to walk with 
a springy air, a confident appearance. 

* * 


I was not fully conscious at all times—a drowsy, tired, hard-to-keep-awake 
feeling. There were times when I was in a tranee. I often thought I was 
in a hypnotie state and well known to everyone were my inner thoughts. 
One of the old Brothers seemed to impress me as such a person. Once I 
met him in a hallway and I saw myself as an innocent person with the eyes 
of a child in the Brother’s eyes. He stood wide-eyed before me and his 
eyes with glasses on were tremendously large. 
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I felt all rapt up in myself at the Novitiate and often felt a peculiar 
feeling in my head as if a voice were letting me know that I should go to 
the bathroom. The muscles and nerves about my forehead seemed to con- 
vey this feeling to my mind. The tension was bad and my mind and heart 
told me I was not to be a priest in the Jesuit order. 

* 

Once a Cardinal visited and lectured to us and as he talked I was made 
fearful of the hospital for the insane nearby. Whistles from the hospital 
hurt and seared me. My father does not like me to be seared. I looked at 
the Cardinal and was comforted. In his faee I saw my own father’s face 
appear. This is how I interpret it. Once while I was going to high school 
my father had spells and my mother eame to lie on the side of my bed with 
me and I could tell from the Cardinal’s face that I was caught there, as it 
were, by my father, so that I could not get away. It looked bad to me, 
and I believed it would interfere with my marrying, as it were, but I did 
not consider it a devil, What do you think? What should I do about this 
thought? I believe that that bad face will pass away if I continue to lead 
a good clean life and forget evil as mueh as I ean. 

Father Master and an old Brother also looked like my father. I also saw 
my father’s face on their faces. 1 cannot understand from my own knowl- 
edge the meaning of this. Has it a sexual significance? A moral signifi- 
eance? What is the interpretation of this thought? Often my thoughts 
have seared me. 

When my father visited and talked to the priests I thought his face 
looked very seared and I felt guilty. I cried in the chapel at the thought 
‘IT can’t make it’. I didn’t like the smell coming from myself. Voices 
kept telling me to go home. I feared the priests and students because of 
their coughs and looks, so afraid I kept myself in a shell. 1] thought others 
were ridiculing me, and that Father Master, by blowing his nose, ahems, 
sneezes and laughs, was testing me. The coughing hurt most of all and eon- 
tinued to hurt throughout my stay at the Novitiate. It caused excruciating 
pains in my head. I was fearful at all times of noises and sensitiveness was 
very apparent. | hated to be bothered by anyone and the attentions of the 
priests made me impatient. I felt self-conscious beeause I thought I ate 


too much but the contrary was true according to Father Master. 
* * * 


As I walked by a large crucifix, two Fathers on a baleony looked at me 
significantly, and as their looks met the thought that I was to become Presi- 
dent of the United States came to my mind . . . I met an old Brother in 
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the bathroom when toward the end of my stay at the Novitiate. He held 
his head high and in anger I raised my head and looked directly into his 
eyes. All my blood rushed to my head—a terrifie feeling. The Brother 
smiled and I went out angrily within myself. 1 was often very angry 
inwardly. 

* 

Overstudy was one of the contributing causes to my going home. I was 
often dizzy and had headaches. I was not in with my group. I liked the 
Novitiate but I was ill at ease there. 1 believed the old Brother was able 
to hypnotize and feared him and I believed that I was beginning to look like 
the Master of Novices and | did not want to look like him. Thoughts kept 
running through my mind—they’ll take you to the insane hospital. Then 
I could hear the insane calling me to go there. Many, many voices did I 
hear. My mind was constantly, always filled with them. In a panic I ran 
like hell toward the railroad station, along the tracks, avoiding the main 
highway, terrified. Many, many voices from the Novitiate asked, ‘Where 
are you’. I hid behind a boulder and, after a time, continued running. I 
watched to see if anyone was following me. The Father Master’s voice called 
to me that he was going to send me to the State Hospital. At last I got to 
the railroad station and waited anxiously for my aunt. I thought she 
would come for me. Two eab drivers suddenly came. They questioned me 
but I refused to answer. They grabbed me and I fought fiercely and 
yelled for help. Then a patrol wagon came and I cheered up. I told the 
police the cab drivers were trying to take me to the insane hospital. I told 
them 1 wouldn’t hit them. We drove to the police station. The cop asked 
me if I liked the priesthood and wanted to continue to study. I said no, 
that I was glad to get away, that there was a Brother there who was erazy 
and could hypnotize and that I didn’t like the head people there. A Brother 
came to the station to get me. I said | would not go unless accompanied 
by an officer. We went back to the Novitiate and they put me in a room 
to sleep. 1 was sure there was a dictaphone there to catch my thoughts as 
I slept and the vibrations of the bed, that it could detect my lewd thoughts. 
I stayed awake all night. Some one kept blowing the horn of a car parked 
outside and I believed it was blown to hurt me. 

A doctor came to see me next morning. His questions made me in- 
wardly very angry. I think he asked about masturbation and I was indig- 
nant and gave him an angry negative. The same day I was driven home by 
two Fathers in an auto. Riding home the sight of cops was weleome. I 
was glad to get home because of my condition. 
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At HomME 


There wasn’t any spark to do the things I should have done so that I 
went around in a dazed, masturbating frame of mind. I masturbated to 
find all the pleasure | could. I talked to myself and I even thought my 
penis could talk. Voices directed my actions. I believed that an uncle and 
a friend of mine were instrumental in a hypnotizing kind of spell that ae- 
companied masturbation. That I masturbated | believed I saw in the face 
of a lame priest. I had great difficulty trying to do the right things at the 
right time. My mother and aunt said | didn’t know my own mind. Mother 
said I was so good at one time she couldn’t believe anything wrong about 
me. Often I tried to masturbate and couldn’t. This would make me very 
angry because a way of getting pleasure was taken away and the desire to 
masturbate was extreme. Longing continued throughout. Unable to mas- 
turbate my mind fell down on me, and was indolent, doing nothing. 

¥ * * 

Voices came as | sat thinking in a sort of a trance, letting my mind run 
away with me. I heard voices of degenerates as I walked the streets—they 
wanted to know if | knew my mother sexually and said they would hurt 
me. People went to the gutter and spat as | passed by. I felt too open, 
too transparent before the world. I didn’t like my eyes to be open before 
the world in a ridiculing, laughed at way. I hated that. I held my head 
down. Voices of degenerates asked me to follow them into a field but I 
didn’t obey. 1 sat alone and the foulest thoughts, suggestions and pictures 
entered my mind. I felt positive my mother was immoral. I was foreed 
to think of a banana as a penis. 

* * 


Just after I got home I attended a mission with my father and I saw the 
priest grow red all over like a devil and I believed that meant my father 
what I saw on the priest. At home that night 1 heard my father’s voice, 
‘He likes his hump’. I believed that my father sensed my loss of semen. 
My father seemed to think I was fooled and he avoided my glance . . . I 
thought my mother was hypnotized by my father and that made me feel ill 
of my father, that my mother married him in sueh a condition. 

* * 


When my father was in the hospital I would come out of the bedroom 
without any clothes on. My mother said, ‘Haven’t you any shame?’ I 
shouldn’t have done that, should 1? I sat at the table one day with my fly 
unbuttoned and my penis exposed. Mother took a knife and said, ‘Button 
your pants.’ I was afraid of that knife. I tried to get my mother to tell 
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me all about sex but she said, ‘That’s all | hear around this house is sex,’ 
that I was sex crazy, and I should see a doctor. 


Just before I went to Kings County Hospital | phoned Gladys G., a 
former follies girl. I told her 1 wanted to meet her. Sometimes I phoned 
her many times a day. I had completely forgotten of her marriage. I 
waited for her to come heme to me. I told my mother to leave the house 
and when she refused I dropped a handkerchief so that an ambulance would 
come to take her way. Gladys had said she couldn’t come. Thoughts like 
that after being told that a certain person wouldn’t come or do a certain 
thing, say, then I’d still believe the opposite. This kind of thinking has 
been very common practice with me. I deliberately worked myself up into 
that frame of mind. I told her 1 was king beeause I had been reading in 
the Bible passages of a King. The King was supposed to have many wives. 
[ referred her to the Bible. Should I forget about Gladys G.? Is there any 
mental condition to think in such a way ? 

I wrote to Grace B., a sereen actress, telling her of my admiration and 
asking for her photo. Thoughts of her occupied me and I was in a mental 
daze because of mental preoceupation with her. 

* * * 


I thought I could be Pope and 1 wrote to Father Master telling him so. 
Our Lord passed by the bed and comforted me. He was all in white and 
ethereal and he calmed me. I thought I would die but didn’t so that I 
thought then that I would remain awhile and fight the battle of life, al- 
though I felt that big things were not for me any more. 


I thought the priest who came to see me was Grace B.’s brother and that 
all the altar boys were her brothers too. I was afraid of handkerchiefs. | 
thought that the medicine was poison. | couldn’t control my temper against 
my mother and I struck her with a shoe. 


Kines County Hospiral. 

I was under a terrific tension and fear of homosexually inclined patients. 
They stared at me and I tapped one over the head with a book. T was tube 
fed for I wouldn’t eat. I was in a daze, my mind wandered and I eould 
not fathom things for a great while. I thought one of the patients there to 


be God, the Father and I thought myself God, the Holy Ghost and others 
as angels. 


) 
4 
4 

* a 

* 

> 


66 GRAPHOCATHARSIS IN SCHIZOPHRENIA 


Kings Park State Hospirat. 


Ward 99 


I tasted semen from my penis. The thought I had was, I can’t get rid of 
this Grace B. from my mind so I will taste my semen. That was the best I 
could do to rid myself of the thought of her. It might not make any sense 
but that is how I felt at the time. I masturbated and went into a trance 
over her. I drank some of my urine. 


I wrote letters to girls who I knew for years and told them how much I 
admired them and perhaps some day I might marry them. I invited them 
to the hospital although they were already married. 


Ward 48 


I worked in the laundry one month. Thoughts coneerning the chureh 
ran through my mind, thought of becoming Pope, President. I hated the 
work there but was afraid to speak to the doctor because it might not be 
the right thing to do. I feared an attendant there. Patients there resem- 
bled people at home. One looked like my father and another like my unele. 
His voice sought information from me. He wanted to know about my rela- 
tiones with my mother. 

€ * * 


I heard a voice, terribly loud, so loud that it seemed to penetrate the sky 
with its deafness. It’s range was very great and it seemed to be before the 
whole world. It was my father’s voice calling to my mother distinetly, as 
though my father had lost that name from his mind and it was being ealled 
through space, it’s loudness reechoing and growing clearer the further it 
went. The name came to me as a name that needed help and my mind 
stopped the name and my stopping it quieted the agitation and distress 
that accompanied the name. 

* * * 


For a time the patient turned his troubled thoughts toward the 
future: 

Will I ever make up for the innocence I have lost? Will I ever be a free 
character after these weakening defects? Will I ever aequire dignity of 
mind, nobility of thought and be regarded as a broad, high-minded man? 
Are lofty ambitions right for me? Is ambition necessary? Is lack of am- 
bition bad? I wonder if the frequent sexual thoughts will go away? How 
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ean I lessen the terrible power and enormous weight of the devil, badness, 
corrupt men and women, imaginations of all kinds in my mind? Can I blot 
all this fron: my mind entirely and have a clear, decisive, manly outlook for 
the future? Is is possible to regain the energy and pep that has been 
sapped from me sinee childhood? Will those great losses influence my life 
for the future? Will they always be a great void, a time of loss of oppor- 
tunities, of sad memories, crampings and stifling ambitions, hopes and plans 
for the future? Will my mind ever be cleared of the past? Can these 
morbid sexual thoughts, degrading cogitations be entirely blotted out or 
lessened ? 

Finding the future still ‘‘most unpleasant’’ the patient reverted 
temporarily toward the acceptance of a life of easy responsibilities : 

I am like a puppet—a mold of clay. There is for me no mental respect, 
no reverence. I still have difficulties. The voices continue. I am forced to 
hum and sing. My condition is not good at all, relapses are frequent and 
I’ve done my very best. I say too, doctor, that the easy life is ideal for 
me. No brain work. I will do as I please, doctor. That will be alright if 
I don’t want to get anywhere, wouldn’t it? I am just about able to write. 
No inward liking for anything. I am just not built of good stuff. I’m sure 
T ean’t take it. I know I’m licked before | start. JT have no desire what- 
soever to get anywhere. I talk to myself. I get too puzzled, confused, 
tensed up. I’m sure I ean’t stand much work. 1 would rather shun it. 
You don’t get any thanks for killing yourself. I will look out for my own 
welfare in the future. 

* 

The best solution may be as I believe to find some easy work and life with 
my mother, quiet and niece would be ideal. You ean see, doetor, how wishy- 
washy I am. I ean’t get over the idea that | am entirely over my head in 
any studying again. I am sure, doctor, that all I desire is an easy com- 
fortable life, and nothing more, no hustle and bustle, no hard work, merely 
getting along, with pleasures that just might please me. I desire peace, to 
be contented, with no desires for anything great. It’s just, doctor, that it 
isn’t in me to be anything. Struggle is too difficult and I give in. I am 
satisfied not to be anything much because much requires fight, guts, deter- 
mination and that is not in me. My character lacks it and I am most in- 
ferior. I act on feelings, not on restraint. A man who does as he pleases, 
doctor, that is what I am. I belong on the lesser plane in life. My inner 
feelings are impractical. Dream thoughts in which I take pleasure but the 
reality is so great to achieve that I collapse. I have had the experience of 
trying to do my very best to succeed yet I have not been able to succeed. 
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The Oedipus situation came more clearly to the foreground: 

I can recall a terrible strange feeling that a great loss of some kind re- 
sulted after my mother laid down on the side of my bed with me. I ean 
recall that when I had experienced this fear my head seemed to have lost 
of dignity or something noble. 

* * * 

Last night I dreamed I had intercourse with a married attendant and, 
believe me, doctor, I dislike dreaming of married women . . . I dreamed 
often that I was the man, greater than my father beeause he could not 
mateh me. Very often of my father’s death . . . Dreams of the devil in 
which I saw two degenerate looking men. They seemed in my mind to 
have worked together. They caught my mind as I looked at them and they 
were horribly seen in my eves. One would ask me, ‘Do you know your 
mother sexually?’ T wouldn’t answer. I often dreamed this dream. 


* 


I am sure that I have loved my mother through the years. I know, doe- 
tor, that I have often admitted to myself that I have been unable to do any- 
thing without my mother’s assistance. I feel a certain seeurity with my 
mother. My mother is undoubtedly my greatest friend. I will try to make 
her as happy asI can. . . I will say that J] have thought of life with my 
mother, who thinks I am the only one in the world in a sense, and I believe 
there I will find the best happiness. 


* * * 


I’ve thought that if I had no wife I would never have had the reality 
of coming to the hospital. 

The thought of my mother is constantly in mind—thoughts arise which 
make me think sexually of my mother. I think only of my mother as far as 
women are concerned. I hope my mother goes gray haired. I cough to 
bring my mother to the hospital to go through the suffering I went through. 
I’ll get my mother here to the hospital yet. I am determined to do it. The 
pain is terrific. I am foreed to cough terribly and I hope it hurts my 
father and mother. I don’t think I’ll ever change toward my parents. A 
certain love is gone. I get very mad sometimes at my mother. I will never 
be the same toward my parents as when I was small. There is hatred for 
my father and mother. I am not conscious of their affection for me. I have 
never seen intercourse take place between my father and my mother . 
The worst sexual thoughts come to my mind in connection with my mother 
and myself and they refer to the womb and penis. They hurt me a good 
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deal and I think that my mother wili be hurt and I wish her to be hurt be- 
eause these thoughts are filthy. 
* * 

I have had the experience of fearing my father. I have not had respect 
or a warm feeling for my father. From my earliest years I have liked my 
mother rather than my father. I fear both today but my father the most 
in many ways though I fear my mother exceedingly too. My father has 
always been kind. However there may be some peculiar hatred of me of 
some kind for certain reasons. I believe, for example, that should I marry 
that I will undoubtedly dislike any intervention between my father and my 
future wife. 


I have a peculiar fear and a dislike for the President and his wife. To 
my belief they are inwardly laughing at me, as it were, causing me a des- 
pieable inward pain, belitting me, dagger-like in its inward piercing, caus- 
ing the greatest anxiety of mind. 


[ am sure my father wishes to know of my sexual experiences. I believe 
firmly that my father is aware of the fact that I am sexually troubled with 
my mother. He may not admit it but I am sure he is aware there is 
something between my mother and myself and I believe he takes a peculiar 
delight of some kind in catching the two of us in his mind, as it were. 
The one who enlightens me that my father is surely aware of the sexual 
hardships I have undergone and am troubled about, the person who makes 
me sure that my father has knowledge of happenings the time I slept in the 
same bed with my mother, is Father Master. I can see my father with my 
mental eye awake the night I slept with my mother and taking it all in. If 
1 lost mental power that night my father would gain that mental control of 
me in my opinion. My mother would too, doctor. There is a laugh too 
that my mother has and a look in her eye that I dislike. 

* * * 

His writings now took on a new coloring: 

It is a great relief for me to unburden myself, to unload these crippling, 
unmanly, low, base, vile and rotten thoughts from my mind, . . . I am 
trying to correct myself as best I can. I will do everything I can. Maybe 
I won’t sueceed but I will try. When I have been in the throes of despair 
I have risen and I will now. I have put all my efforts into my report, 
doctor, and I expect results as far as possible though I cannot be sure to 


what degree I will attain results. 
* * * 


JAN.—1937—E 
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Do you know, doctor, there is a great consolation in writing. Writing 
seems easier now. The easy flow of thoughts seems strange and surprising 
to me and I ean say I am pleased when I experience this facility of think- 
ing. Writing has relieved me of a puzzling, complicated condition of mind. 
There are many small flaws I find in myself but no major ones and T am 
endeavoring to the best of my ability to correct these minor faults. I have 
more confidence. Emotionalism is no good. 


The hatred for my father has cleared up. My father is undoubtedly a 
good man. He wants me to succeed in life. My mother is undoubtedly the 
better person than myself. I can reeall that 1 have shown anger toward my 
aunt and this has changed. Perhaps in this life I will not be able to repay 
my parents for all that they have done for me but I will try. I am sure that 
I have also a feeling of the greatest quiet of self due to an unburdening of 
myself. <All the pretense of which T have been guilty I am easting aside. 

* % * 


I know, doctor, that there have been many foolish, vague thoughts that 
have invaded my mind. I know, doctor, that I have had the greatest num- 
ber of funny ideas, sexual thoughts, that have taken possession of my mind. 
I know, doctor, that I have improved as far as helping myself to a degree, at 
least, by writing. 

* 

The voices are not so frequent. The sooner they go the better. I believe 
that is logical thinking. Do I think alright, doctor? Do I think normally, 
logically, clearly, eulturedly? Iam sure that I have succeeded to the great- 
est degree to do my very best, my utmost to get well. I have improved and 
soon, I hope, I may go home. 

* * * 

My mind has undergone a great many experiences here at the hospital re- 
lated to happenings at home. Some fears I have had seem to have vanished. 
Fear of the loss of my penis, for example. I have found that my father is 
not a man who practiced immorality as I imagined. At home I feared the 
wrath of my mother whereas now I await going home with a peace of mind, 
with a warm feeling toward my mother. At home I feared that my father 
might come back from the hospital beeause I feared my father. Now I would 


like him to go home. 
* * 


I am sure too, doctor, that I have gained a victory over myself in this 
way, that I have seen, and something more important, that fear has gone. 
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| am sure too, doctor, that my interest in life has grown apart again and 
this seems most important to me from merely existence. We should live, 
not exist, and it is true that 1 feel a certain pleasure in life whereas before 
I did not have the same frame of mind. I have had several set backs but 
now I believe that I am coming up little by little. 


For example, I feared the President and his wife. I thought ill of my 
father, even delighting in his difficulties. Now I am changed. I am begin- 
ning to like the President and his wife. I respect the opinion and rever- 
ence of Father Master whereas before I thought Father Master even to have 
a bad face and also to be a man who disliked me to the greatest extent. I 
know too, doctor, that I believed Father Master should be at the hospital 


and I have found out that he shouldn’t be here because he doesn’t belong 
here. 
* * * 


Again I see masturbation is wrong, ill-health the logical result. I see 
kindness and sympathy in others. I have found friendly people, brotherly 
love, instead of hatred. 

My mother and father are my best friends, doctor, whereas I have for- 
merly written much that would make you believe otherwise. They love me 
above all others I am sure. They bear with me. They are patient. They 
think of my welfare. All they ask is a little consideration from me. My 
mother has been most patient with me. This was particularly shown when 
I was ill at home. I can’t even understand how she was able to manage 
with me. My father and mother have both been hurt by me. For that I 
am sorry from the bottom of my heart. 


I am determined to lead a good, happy, normal life. I will try to the best 
of my ability always to be a good man, sensible and not an extremist. I 
want to uphold my family and its name, to be a eredit to my home and to 
be a source of good cheer. I will always respect and honor my parents in 
the future. I hope to do my best in life. 

I must not get the mistaken idea, imaginary day dreaming of being a 
Pope, a Cardinal or a President. I will try to do my best to be a priest. I 
know that I will like the priesthood very much. I know, doctor, that I will 
undoubtedly get along at the work I undertake at the Cathedral. Where 


there is a will there is a way. It will not be difficult for me to go ahead 
and study in a satisfied atmosphere. 
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I have ideal ambitions to amount to something. My leanings are toward 
the priesthood as the ideal state in life, a high life of perfection. Marriage 
has never had a very strong appeal for me. 
* * * 


That my mother is a moral woman is unquestionable. The fault there 
lay with me. My mother is good and I have been mean, uncharitable, in- 
considerate toward her. 

* * 

That people talked to me was a funny idea. I was ealled away by delu- 
sion and imagination. In the state of mind I was in my thoughts swam all 
over without any control—just roaming and imaginations being manifest 
tome. I believed the things I wanted to believe. I was confused in mind, 
unable to do anything, in a puzzled, troubled, uneasy state. When thoughts 
like that came I was completely lost in them and believed them. 


It is admittedly true, upon my own admission, that I have undoubtedly 
been exceedingly sick. My mind was in a state of the greatest confusion 
and unrest. Prudence was decidedly lacking in me. I was the one at 
fault, doctor, because I have been terribly wrong in my thoughts. I am 
heartily sorry for any offence I have given anyone. 

* * 


I have been a person of the greatest ambitions, but impractical ones. 
Often my thoughts to this life seemed aimless, lifeless, a vague but not prae- 
ticable idealism which vanished into nothing. My thoughts were often ones 
in which I gratified myself and of which I became ashamed when I was 
found out. In the past when I had desires I saw obstacles before me. In 
my mind there was a struggle, one, I could, the other, I couldn’t. I have 
had the experience of being a person who had the burden of illness on my 
mind, yet I struggled along. 

* 


I am sure that you will be satisfied that I am cured. I will try to be 
well always. 
THE END 


Was the patient ‘‘cured’’? Yes, ‘‘cured’’ in the sense that he 
had gained the upper hand over the secondary schizophrenic signs 
and symptoms. He ceased to show a dominant narcissism, became 
able to objectivate his love, to take the attitude of giving pleasure 
and not alone receiving it. He passed from the pleasure principle 
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to the reality principle and the ego has subordinated the id to the 
requirements of the superego. He is to be paroled shortly. 

What brought about the patient’s improvement? Undoubtedly 
a combination of factors of which the process of unburdening him- 
self was not the least important. 

As already stated, the patient revealed a definite improvement 
within one month after starting to write. His writings during this 
month consisted chiefly of a descriptive account of his inner experi- 
ences. They indicated the presence of a primary insight and an 
ambivalent attitude toward going ahead to a solution of his diffi- 
culties. 

At the end of the month, despite the presence of active hallucina- 
tions, he was transferred to an open ward in the same building so 
that he might not feel so keenly the restrictions upon his personal 
liberty, and he greatly welcomed this change. 

He was assigned various tasks of a general nature, in and about 
the building, which fully occupied each morning. 

He wrote for an hour or so each afternoon. The rest of the day 
he had to himself and when not attending the usual recreational ac- 
tivities he merely ‘‘took things easy’’ or walked about the grounds. 
The patient’s mother visited once monthly and was under instruc- 
tion to undertake no discussion with the patient referring to his 
mental condition. 

All these factors played a part, more or less, in bringing im- 
provement about; but, to the writer, most important was the 
achievement of secondary insight, after the patient had painstak- 
ingly and painfully unburdened himself relative to the Oedipus sit- 
uation with the result that, ‘‘I am sure too, doctor, that I have 
gained a victory over myself in this way, that I have seen and 
something most important, that fear has gone.”’ 
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STUDIES IN OBSESSIVE RUMINATIVE TENSION STATES* 


Il. Exploration of the Psychoneurotic Psychotic Borderland 
BY LAWRENCE F. WOOLLEY, M. D., 


SHEPPARD AND ENOCH PRATT HOSPITAL, TOWSON, MARYLAND 

In a previous communication’ a study was reported dealing with 
a statistical analysis of the occurrence of certain factors in schizo- 
phrenia and psychasthenia. Several of the cases dealt with at that 
time showed marked obsessive ruminative tension syndromes which 
had preceded definite schizophrenic illnesses and one case was re- 
ported which had cleared up from a typical schizophrenic illness 
into a psychoneurotic organization of the psychasthenie type. As 
a result of that study it seemed desirable to pursue in greater detail 
such eases of transition with a view to determining objectively what 
might be the important determinants of the transition in either di- 
rection. We have, therefore, been alert for the opportunity to ob- 
serve continuously the transition phase in patients showing the 
potentiality of such shifts (i. e., borderline psychoneurotie psycho- 
tic types). 

The problem of securing such opportunities is by no means a 
simple one. We see patients, to be sure, who present anything from 
the mildest to the most severe obsessive ruminative tension syn- 
dromes and all phases of transition from such conditions to actual 
abandonment of reality contact in a schizophrenic reaction. Our 
primary responsibility is for the recovery of such patients and 
every effort must be made to prevent the reaction from taking on a 
more malignant aspect. For this reason everything we can do in 
the actual treatment of a patient should militate against the 
chances of actually witnessing the change. Moreover, those pa- 
tients who are so deeply into the middle zone as to be unclassifiable 
in one or the other group are either accessible enough to be partly 
restored or are so inaccessible that although they can continue to 
progress directly into a frank schizophrenic illness, the opportun- 
ity to study what is taking place is lacking because one does not 
have access to what is going on in the mind of the patient. We 
have not been so fortunate as to be able to observe this transition 


*Part I was published in the American Journal of Psychiatry, Vol. 86, No. 6, May, 1930, pp. 
1113-1158. Part III will appear in a later issue of the PSYCHIATRIC QUARTERLY. 
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in any patient who was able to communicate freely what was going 
on within him at that time, and retrospect may falsify the facts. 

Transition in the opposite direction (i. e., from schizophrenic to 
psychasthenie reaction) should be more easily observed if the 
change takes place (as seems to be quite commonly the case) when 
the patient is subjected to intensive psychotherapeutic efforts. Such 
transitions, while common enough in the aggregate, do not occur 
frequently enough in my own experience for the supply of poten- 
tial material to be adequate for the purpose in view; the few cases 
of this sort that have come to hand have been so precariously ad- 
justed that it seemed inadvisable to risk that adjustment by the 
arousal of material which the patient had previously been unable 
to master and which he was evidently evading through the new 
type of reaction. It was for such reasons that a recently encoun- 
tered case had to be given up. Any approach to a discussion of 
how recovery had taken place aroused so much tension that one 
felt a new panic was imminent, so that the investigation could not 
be continued. This patient, by the way, is at the present time mak- 
ing the best social adjustment she has made in years with some ob- 
vious limitations of a psychoneurotic type when compared to the 
normal. 

With all of these handicaps it is not surprising that of a fairly 
large number of borderline cases only a few have been suitable for 
intensive study that might reveal anything important. Neverthe- 
less, some of these have been extremely interesting in their revela- 
tion of certain things that might go on in the individual to bring 
about the attempt at schizophrenic resolution of a conflict insoluble 
by the use of psvchasthenic mechanisms. It is this small group of 
cases which we desire to present here. 

Before proceeding with presentation and discussion, we would 
like to call attention to the fact that in the interval a considerable 
number of papers have appeared which deal either directly or indi- 
rectly with this problem and there are now in the literature many 
eases reported which exhibit transitions from psychoneurotie to 
schizophrenic disorders. One of the best of these papers is that 
of Harrower in which a statistical analysis of 100 unselected cases 
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of schizophrenia revealed 26 per cent showing a neurotic reaction, 
well organized, preceding by some time the schizophrenic reaction. 
His study of the cases led him to conelude that the overwhelming 
majority of the neurotic syndromes were in the anxiety, hypochon- 
driacal and phobie groups (as contrasted with hysterical organiza- 
tions), that the neurotic reactions exhibited as precursors to schizo- 
phrenia were in general of a borderline type and that the schizo- 
phrenic reactions and the neurotic reactions in all instances were 
apparently aimed at meeting, and had points in common referring 
to, the same situation. It is worth commenting here that our own 
material leads us to agree in all respects with the above conclusions. 
His further deduction, however, that the difference between neu- 
rotic and psychotic reactions is one of degree and quantity rather 
than qualitative in character, does not seem entirely conclusive, as 
will be discussed later : 

CasE 1. We deal with a married woman of 25 years whose family history 
and life experience adequately account for the organization of her personal- 
ity along the lines of the typical psychasthenie reactions—in this ease, child- 
hood insecurity and anxiety leading to meticulous religious ritualism, the 
need for precise performance, fear of dirt and the development of compul- 
sive washing of hands, ete., ruminations over the unsatisfactory experiences 
of the past and fear of her own adequacy in making decisions. At the 
moment of her break with reality she was enmeshed in a series of difficulties 
which seem almost overwhelming. At the age of 18 she had married a man 
whom she consciously did not love, having fled to him for the sake of sexual 
and economie security. His family objected, considering her their social in- 
ferior. A previous deeper love attachment had been broken because of dif- 
ferences of religious belief which prohibited a sanctioned marriage, since 
she was Catholic. Almost immediately the economie and sexual security was 
threatened by the advent of a child. (She attributed to the large family 
of her own parents her mother’s slovenly debauchery and the consequent 
disgrace of herself and siblings.) Contraceptives were resorted to but this 
contravened the dictates of church and conscience and left her anxious and 
insecure. She had either to make an incomplete confession or incur censure, 
and this resulted in adding to her insecurity the burden of a load of guilt 
due to her religious evasions. Then after three years of such emotional tur- 
moil and quarreling with herself and husband, she became pregnant again, 
without intent. The preoccupation with dirt, obsessive cleanliness, meticu- 
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lous housekeeping, all increased in severity and intensity. She became cer- 
tain that she could not care for the child after it was born, and felt that no 
matter what she did she was not able to keep herself, her child, nor her 
home acceptably clean. The additional stimulus of her child returning 
home from play infested with pediculi was sufficient to plunge her into a 
more sinister reaction. It should be noted that this recalled a childhood in- 
eident in which her own shiftless mother had permitted her to heeome liter- 
ally covered with lice. Simultaneously it heralded to her the complete fail- 
ure of the psychasthenie defense patterns and served to complete her identi- 
fication of hrself with the mother whom she hated, loathed, and despised. 
She was no longer able to escape her own condemnation nor trust her own 
ability to somehow circumvent her fate. It was no longer possible for her 
to recognize the dirt preoccupations as subjective in origin but now the dirt 
was really there—feces on the floor, creeping up over her body, people hat- 
ing her, laughing at her, commenting about her. Not only could she see it, 
| smell it, feel it, but expressed surprise when others failed to; thought they 
were deceiving her and became angry. 
ComMENT: This illustrates the general nature of our material. 
The history presents a series of events that have acquired special 
meaning for the patient because they raise the question of her ade- 
quacy. She had become peculiarly sensitive to criticisms of her 
cleanliness because of general group disapproval of herself and 
family who were considered the lowest of the low. She had built 
up a system of protection against the things she feared. This was 
her psychoneurotic behavior which naturally is concerned with the 
dreaded topic. It appears to have been perpetuated because reality 
offered her no simultaneous solution of her needs. She required 
sexual gratification to be comfortable, but this always threatened 
her with the large family, which to her meant slovenliness and dirt. 
If children were evaded, then she accumulated feelings of insecurity 
on the basis of guilt. In either event the only logical reassurance 
lay in meticulous behavior in all other fields, but particularly in 
those things relating to cleanliness where the threat had special sig- 
nificance. As the insecurity increased, the defenses increased quan- 
titatively and she became a progressively more impaired individual 
but with reactions in the psychoneurotie sense. That is, she main- 
tained her reality orientation as long as she had any hope of a 
reality solution of her difficulty. When something occurred which 
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made her believe that no solution could be reached, the reaction 
changed qualitatively in that her subjective impressions could no 
longer be recognized for what they were. That the reaction was 
also changed quantitatively is not surprising in the light of the 
overwhelming nature of the situation but this should not blind us 
to the qualitative differences. That the schizophrenic reaction 
dealt with the same content was inevitable since it was aimed at the 
same basic problems. The psychasthenice reaction permitted the 
patient to evade or postpone the issue whereas the schizophrenic 
reaction had to deal with the issue when escape was no longer pos- 
sible. It is, admittedly, not clear from the data presented why the 
patient became schizophrenic instead of arriving at a more normal 
solution or developing a manic or depressive illness. But the in- 
tensity of the preceding psychoneurotic reaction indicates, per- 
haps, that a more nearly normal solution was impossible to her. 

Case 2. An unmarried woman of 42 who has been a patient in the Shep- 
pard and Enoch Pratt Hospital for approximately one year gives a history 
of markedly neurotic tendencies in ancestors and siblings, suggesting a pe- 
euliarly suseeptible constitution, and the life experience is replete with eir- 
cumstances tending to develop the psychasthenie personality structure. Spe- 
cifically, the father was aleoholic and was paralyzed by an apoplectie stroke 
10 years before his death at 65; the maternal grandfather was rigid, stern 
and domineering; the maternal grandmother was a visionary intellectual ; 
the mother, who was erratic and subject to temper outbursts, suffered from 
an obscure neurotic disorder during the last 25 years of her life. Of the 
nine siblings, only one is described as ‘‘stable emotionally,’’ the others being 
visionary, futile individuals or tense, nervous and subject to mood swings 
and ‘‘arty’’ interests. The patient’s birth coincided with the onset of the 
father’s paralytic stroke and the mother’s 25 years of neurotie illness. At 
five our patient was displaced from the center of family interest when her 
next older brother lost an eye in an aecident. By the time she was 10, the 
other children were married or away at school and she was left alone in the 
big home with her crabbed mother. They visited the married siblings from 
time to time and each time a family quarrel was precipitated. In spite of 
irregular attendance and frequent changes of school she made normal prog- 
ress and graduated from high school at the age of 17. She then nursed her 
mother until the latter’s death from carcinoma of the uterus, at 65 in the 
patient’s twenty-fourth year. The hectic emotional experiences can be 
easily imagined. Fear of sexual feelings within her brought about many 
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frustraneous experiences in situations of intense sexual stimulation all of 
which were aborted by panicky flight on the patient’s part. She slept with 
her mother until the latter’s death and recalls no overt discharge of sexual 
tension prior to that time. Afterward she practiced oceasional clitoral stim- 
ulation resulting in pleasurable orgasm and feelings of guilt. Attempts at 
suppression caused sleepless nights with perturbation over failure to conquer 
the drive and weakness and lassitude the next day, always attributed to the 
lapse. Several promising love affairs were interrupted by illness of the pa- 
tient as also happened to a career as a teacher, which ‘‘made her nervous,”’ 
and an attempt to study nursing which had to be abandoned because of re- 
peated attacks of bronchitis and pneumonia. Various unsuccessful attempts 
at adjustment led to a position with a government bureau where the patient 
attained and gave considerable satisfaction for several years, progressing to 
the position of chief in her department. Association with a man several 
years younger than herself led to autistic preoccupation with love phan- 
tasies, but realization of his lack of any deep interest in her precipitated a 
new integrative break. She asked and obtained a geographical change of 
situation. In the new location she was dissatisfied, continually felt weak 
and nervous, feared sexual assault when her work earried her through a 
rather disreputable part of town, and had attacks of anxiety, one of which 
was expedited by vigorous amorous advances on the part of a male ae- 
quaintanee. A fluctuating course led to progressively increasing tensions 
and dissatisfaction. Eventually thyroidectomy was performed with few 
indications for the procedure and only transient benefit. She became more 
fearful and hospitalization became advisable. She was admitted to the 
Sheppard and Enoch Pratt Hospital, May 6, 1933, in a state of obsessive 
preoccupation with her feelings of weakness, fatigue, and bodily sensations 
such as spasmodie contractions of the vagina and reetum accompanied by 
chills. She expressed fear of losing her mind and of her sexual tensions. 
She stated that she was depressed, but showed little objective evidence of it, 
the affect appearing to be one of apathy tinged with apprehension. Shortly 
after her arrival she became somewhat more depressed objectively, which 
she attributed to a realization of the fact that she was now in a mental hos- 
pital. With this deepening of depression there was increased evidence of 
fear, and from the first there was a tendency to manifest ambivalence of 
affeet such as silly smiling while discussing serious topies. After two months 
the mood gradually became apathetic both subjectively and objectively. 
The feelings of fatigue disappeared and she expressed verbally some concern 
at the thought that she could no longer become normally tired. She became 
careless of dress and appearance. This continued until early December 
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when a gradual improvement in her objective behavior was noted which 
continued until March, 1934. Previously rather difficult of approach psy- 
chotherapeutically, she now appeared to be in a condition to do something 
about recovery. She still maintained the content of her deeply apathetic 
state although at this time she showed more evidence of interest and affect. 
She contended that she was beyond psychiatrie aid but would be willing to 
undertake a study of her problem if it might be helpful to others. She 
responded to the first interview with markedly increased interest in her 
personal appearance and the hospital activities. She came to the inter- 
views quite willingly, dressed especially for the occasion, and appeared 
more feminine and dainty. She reviewed the life experiences, including the 
sex life, in great detail. On the night following the eighth interview she 
had a dream in which everyone in the hospital was a member of a gang of 
crooks who dealt in narecoties, were attempting to dope her, or harm her 
otherwise. She awoke in a panic at the point in which she was attempting 
to flee through a window. She was tense, fearful, and called a nurse. For 
more than an hour she remained awake, attempting to compose herself. She 
had a rational appreciation of the reality of her security, but the emotional 
state would not readily conform to this. Finally she managed to get back 
to sleep for an hour, from which she awoke in an ‘‘elated state.’’ That 
morning she earried out a rather extensive program energetically, but at 
noon she took to her bed, in what she deseribed as a panic, and sent for a 
physician. On his arrival she related the dream, but falsifying it to the ex- 
tent that she told him he had been her one protector. She was obviously 
erotic, lay in bed in silk negligee with one breast exposed and knees drawn 
up, wiggling her pelvis from time to time. She took the physician to task 
for never exploring her sex life. He explained that she had already intro- 
duced many other important topies for discussion and he expected that when 
she had something pertinent to tell him in this field, she would do so. She 
offered little on the subject, however, discussed the writer, who had been 
working with her, and asked to see him. He found her in approximately 
the same condition as already described. Asked what was disturbing her, 
she said she thought he knew. When pressed for an expression of her ideas, 
she talked of irrelevant matters. When brought back to the subject she 
wanted to know if people could be hypnotized, saying that she felt as if 
under some hypnotie influence ever since interviews with the writer had 
begun, but at the last interview it was a very strong feeling. After all, she 
said, he was a physician and must have some sort of mystie power. The 
feeling had come over her in his office. She had been sitting in one position 
and then suddenly found herself in a different one. The room seemed 
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ehanged around, too. She then laughed in an embarrassed way and asked 
the physician what he was going to do. Asked what she expected, she an- 
swered indirectly. She wondered if he had read the gynecological reports 
on her case. Had he noticed that the gynecologist had found a very small 
orifice—so small that a speculum could not be introduced. She was now 
twisting rather restlessly on the bed, running her thumb down the shoulder 
strap of her gown so that the breast was exposed, and running her tongue 
over her lips. The affect seemed one of tense anticipation contaminated 
with considerable apprehension. Asked frankly if she were expecting, with 
a mixture of pleasure and dread, sexual relations with one of the physicians, 
she said yes. She had thought from the first that the entire series of 
interviews had been planned with that end in view. It was explained that 
any intimate personal relations would make the physician useless to her as 
a physician, and therefore were impossible. She seemed both relieved 
and disappointed, but this experience ushered in marked improvement. She 
was then able to discuss the feelings of ‘‘unreality’’ and of being hypno- 
tized. The latter, she felt, expressed her feeling of being foreed along by 
sexual impulses and was a way of avoiding responsibility for them. Through- 
out the illness things had seemed ‘‘unreal’’ to her. By this she meant that 
they were changed in some peculiar way (like the experience in th doctor’s 
office). Now things were becoming real to her again. This she recognized 
as something going on within her, rather than externally, although she was 
never quite sure about it. The borderline between the subjective and the 
objective had been very vague if defined at all. It was for this reason that 
she had been able to read her plans for her own sexual satisfaction into a 
series of investigative sessions with a physician. 

CoMMENT: It was interesting in this case to observe the affect 
which gradually changed from that of acute apprehension to a pro- 
found apathy. There is something reminiscent of the depressive 
reaction in the story, but at all times apprehension was the dom- 
inant affect, there was some degree of incongruity and, in the apa- 
thetie state, there was considerable deterioration of habits as well 
as of the level of interest. As actually observed it resembled very 
much the so-called affect deterioration of the schizophrenic. This, 
of course, gained greater interest for us when we arrived at the 
point where she began to tell of her feelings of automatism, of being 
under hypnotie influence, and to interpret her sexual drives in 
terms of external control. We should note, then, in this case, a 
qualitative shift in affect. There is with this a qualitative change 
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in behavior. The content, expressed on admission as fear of losing 
her mind, and of her own sexual tension, with the preoccupations 
with feelings of fatigue and sensations of contraction in vagina and 
rectum, also changed. During the period of apathy the bodily sen- 
sations disappeared and she felt she could no longer become nor- 
mally tired. She ceased to be interested in the world of reality 
about her, having (as she said later) given up hope of any solution 
of her problem. The sexual preoccupations were simultaneously in 
abeyance. With revival of interest in the external world and the 
stimulus of psychotherapeutie interviews the patient revived the 
sexual sensations, accepted them only on the basis that they were 
caused from without, and to account for this had to introduce con- 
cepts of hypnosis, etc. This is a qualitative change in thinking. 
Since this case presents qualitative changes in affect, thinking, and 
general behavior, the difference in the quality of the two reactions 
ean scarcely be doubted. The only point of similarity between the 
present and the original reaction is the similarity of the problem 
which she has to solve. 

CasE 3. A male patient of 48 years, of markedly contaminated stock, 
had been a lifelong obsessional, with compulsive touching, fear of his own 
inadequacy, and the need for meticulous performance. The mother was a 
dominating, unstable, severe individual, who was given to temper outbursts 
and was never able to maintain any consistent attitude in regard to the 
family discipline; the father was passive and inconspicuous in the family 
setup. The patient has vivid memories of events referred to his second 
year of life when he was learning to walk and was allowed to hurt himself 
by falling—on one occasion breaking his nose. At five there was an episode 
of severe terror when suddenly awakened at night. At six he entered school 
where, although naturally left handed, he was foreed to write with his right 
hand and was punished by surprise slaps with a ruler when he lapsed. At 
10 he suffered a severe fright when he was pushed from a raft and nearly 
drowned. On arrival at home he was whipped for having wet clothes. At 
15 he left school from the seventh grade to go to work, learning the tailoring 
trade. From the first he was careful, industrious and thrifty, being ambi- 
tious to go into business some day for himself. At 16 on his own initiative 
he entered dancing school but felt very awkward, anxious and uncomfortable 
in the face of criticism by a male instructor. He persisted for a few times, 
however. Masturbation, accepted casually by him, has been practiced as 
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long as he could remember. There had been casual sex play, peeping epi- 
sodes, ete., with his contemporaries during childhood. None of this had 
eaused him a great deal of worry or concern that he ean reeall. He had 
earried on throughout childhood and well into adolescence ritualistic habits 
of touching and closely examining trivial objeets and was always somewhat 
tense and bashful. On his way home from dancing school one night he was 
hailed by a prostitute and he paid 50 cents for his initiation into inter- 
course, which he found enjoyable. Two days later he began to worry about 
the possibility of ‘‘eatching a disease from her, she was so dirty.’’ He 
stopped dancing school and then worried because he had not gone on with 
it. His obsessional behavior increased, he became very tense and anxious, 
and suffered what was considered a ‘‘ nervous breakdown’’ consisting mostly 
of the above symptoms plus difficulty in arriving at decisions, worry over 
them after they were made, and the necessity of examining minutely every 
trivial object that caught his attention (for example, a label, a spot, a 
scratch, or almost anything else). However. he remained at work and 
weathered through this experience somehow, getting back eventually to his 
routine of ritualized living with some degree of comfort after a few months. 
From this time on he masturbated oceassionally, visited prostitutes regu- 
larly whenever finances would permit, and had oceasional friendships with 
other women which never led to any conclusion. He accumulated a few 
thousand dollars in the course of the sueceeding years. At 32, during the 
war, he met a girl with whom he kept company for some time and whom 
he was desirous of marrying. She, however, could not bring herself to 
marry and abandon her dependent mother. They broke up when he refused 
to marry her and take her mother into the home with them. He was much 
stirred by this experience, moved to another town, induced his mother to 
lend him money and his brother to enter partnership with him, and started 
a store. His first night in the new loeation he dreamed that the young lady 
had fled from her mother to come to him. The next day he fully expected to 
encounter her and was surprised and disappointed when he did not. His 
thoughts have been occupied with her from time to time sinee. After a few 
years the business enterprise failed and he lost his entire investment. He 
has always wondered vaguely whether this failure might not have been 
somehow a punishment or revenge on her part. He has heard that she still 
loves him, though married to another man, and would have gone to see her 
had not his mother advised against it on the basis that she might shoot him. 
He obtained steady employment until 1929 when the depression rendered 
it progressively more irregular and uncertain. His last position was in the 
summer of 1932 with a neurotic employer who discharged the patient when 
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the latter refused to accompany him socially and become a sort of special 
attendant to him. He was now dependent on his family. He then met a 
prostitute who performed fellatio upon him. It was his first experience 
with this practice and he worried about it a little but returned to her three 
or four times. Then, because of finances, he ceased going with prostitutes 
altogether. Masturbation was resorted to, but brought conflict, feelings of 
fatigue, worry over possible consequences, feeling of pressure in his head 
and increasing tension. An attempt to recoup his fortunes in the summer 
of 1933 failed because of his inability to perfect an invention to the point 
of practical usefulness. He stopped masturbating and had no sexual outlets 
from this time on except for occasional emissions during sleep. He became 
slightly depressed, but much more obsessional and ritualistic. In December, 
1933, he secured temporary employment. One morning the colored maid 
in the home clumsily upset a lamp. The patient flew into a rage about it 
and was taken to task by his sister who compared him with a sehizophrenie 
nephew (who had also been obsessional), saying, ‘‘ You are just like him, 
you’re erazy. You ought to be in the asylum.’’ He was much upset by this, 
but went to work where he promptly got into an argument with his em- 
ployer over the merits of the N. R. A., the patient criticizing it. Shortly 
afterward, while eating lunch alone, he took a drink of coffee. He felt pe- 
culiar sensations in his abdomen, became suddenly excited, his heart beat 
rapidly, he was short of breath, weak, trembling, and nauseated and was 
taken home and put to bed. There has been no consciousness of sexual de- 
sire since this episode and nocturnal emissions ceased entirely. He now be- 
gan to speculate on the possibility of the former sweetheart having east a 
spell on him. He described his emotional state as that of fear which foreed 
him to examine objects minutely. Never before did he have such fear. He 
felt confused and thought he was losing his mind. It was all so different 
that it seemed necessary to account for it in some mystic way. 

A verbatim report of his own accounts of this is more illuminating, per- 
haps. ‘‘T used to go with a young lady during the war. I told her I 
would marry her. Later she told me she wanted to take her mother with 
her. I wouldn’t do that and we broke up. She told everyone I broke her 
heart. Later on she met another man and married him. Her friend told 
me later that she still loved me. I thought she might have put a spell on 
me. I think she did—I don’t know. I went into business then and had 
failures. In this sickness, too, I thought of that. It’s true I’ve been nerv- 
ous a long time but this time it came out of a blue sky. It’s like a spell on 
me.’’ Q. How? A. ‘‘You know how women are—they go to spiritualists 
or people like that. When I go to get my clothes I think it’s not right. 
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There’s a fright in me. I read the newspapers and I get the fright. It’s 
not darkness or a ghost. Most anything that comes to my eyes makes me 
study. I don’t know if it’s the fright that worries me or the worry that 
frightens me. Anything makes me like that. Everything I put away or 
take out.’ Q. Do you know of spells being put on anyone? A. ‘‘No, but 
I feel like something is on top of me. I never did believe in it. I feel low— 
like something keeps me back from everything.’’ Q. What would be the 
object of putting a spell on you? A. ‘‘To get even with me. She felt pretty 
bad towards me.’’ And again: ‘‘I feel like I am hypnotized or mechan- 
ically. Maybe the fright makes me feel like that.’’ And again: ‘‘I’d 
thought of a spell or mechanically before—like a mechanical man. I told 
you I didn’t believe in it. I don’t feel myself—it’s imagination or lack of 
confidence. J used to look at things to be sure they are right but never had 
this seared or worried feeling until I got sick.’ Q. When did you hear 
about spells? <A. ‘‘I heard talk about them but never believed in them. I 
heard of a girl went to a spiritualist to get cured and she got worse. I never 
believed in it—I don’t now—but I feel like I have a spell over me. My 
opinion is she probably put a spell over me but I may be wrong.’’ On an- 
other oceasion when asked why he had said he had a spell on him, he re- 
plied, ‘‘I said that because I don’t know. It feels like a spell on me. I 
never had a feeling like that in my life. I’m either in a fever or a spell 
because I feel mechanieally.’’ Q. Could it be your own emotions? A. 
‘*Well, why do J get seared or nervous from my own emotions? I’ve been 
nervous before but this seems not myself. It is like two in me—like some- 
thing over the top of me—it doesn’t let me function right. I can’t express 
Q. Try. <A. ‘‘Like a hypnotized feeling.”’ 

ComMENT: ‘This case, like the preceding ones, shows a transi- 
tion from reality thinking to the more autistie thinking character- 
istie of the schizophrenic. Here again the new reaction deals with 
the same fundamental problem, but under circumstances when he is 
no longer able to evade it. If one keeps in mind his lifelong inse- 
curity for which he was able to compensate by meticulous precision 
in performance with great attention to detail, one is not particu- 
larly surprised at the type of response he exhibited when these de- 
fenses failed. The piling up of a considerable series of disasters, 
which were particularly significant for him because they repre- 
sented his essential unfitness for life, made his defenses appear use- 
less. When reminded of the similarity of his own behavior to that 


of his schizophrenic nephew, all of his defenses assumed for him 


JAN.—1937—-F 


| 
! 
| 

: 
J 


86 STUDIES IN OBSESSIVE RUMINATIVE TENSION STATES 


an aspect of abnormality. His insecurity led to terror, and terror 
brought its own peculiar train of physiological changes and physi- 
cal symptoms. But these were different from those in other in- 
stances because now there was nothing he could do about them. He 
felt like an automaton—‘‘a mechanical man”’ or ‘‘hypnotized’’ or 
as if ‘‘a spell’? were upon him. It was but a step to the assumption 
that this was so. Casting backward in his life there was one person 
who might be responsible for this, therefore it must be she. 

We have here something more than an anxiety attack. It is in 
essence a schizophrenic panic. The difference seems to be that in 
the anxiety attack one can still fall back upon the ritualistic de- 
fenses. When these fail, an entirely new structure has to be cre- 
ated. It is as if he said, ‘‘ Very well, I am a failure. There is no 
point in trying to succeed. But it isn’t my fault. It is because 
someone has put a spell on me. I was successful until I met this 
girl. After I broke with her I began to fail. She must be to blame 
for it.’’ 

In this instance, perhaps, one should consider the affective 
change as quantitative only. It did not progress, fortunately, to a 
qualitative change as in the preceding instance. But even this called 
for a qualitative change of content and general behavior as indi- 
cated above. Moreover, one should consider the probability that 
even here there had previously been some rumination over such a 
possibility as a spell to account for his failures. This explanation 
was not invoked, however, as long as the reality situation, as he 
saw it, offered some prospect of satisfaction and security. 

CasE 4. An unmarried Jew, 29 years of age, of neurotic, obsessional 
makeup, with an adolescent break which, from what fragments we were 
able to collect, appeared to be schizophrenic, patched up a social recovery 
after a few months on the basis of obsessional, ritualistic behavior. He got 
along fairly well in a position as rent collector which employment was fur- 
nished by his father. One day in the spring of 1934 while on his 
rounds he visited a colored tenant where he found the property damaged 
considerably by someone having torn down the fence, ostensibly for fire- 
wood. He was very much provoked by this, but could do nothing about it 
as there was no evidence as to who had done it. He remained pleasant in 
talking to the tenant but upon leaving him began in phantasy to berate 
publie officials in general for their carelessness in protecting property. He 
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felt like taking matters into his own hands but felt unequal to it. Suddenly 
he found himself quivering and shaking, terribly frightened at he knew 
not what, and barely able to totter far enough to reach another colored ten- 
ant’s house where he sought rest and a drink of water for his dry throat. 
The panic increased, however, and he was taken home from where he was 
brought to the hospital after a few days. He adjusted quickly to the 
hospital routine and was cooperative. He held his facial expression fixed, 
with lips pursed and cheeks drawn in. He talked freely of his illness, at- 
tributing it to an experience at the age of 11. Fragments of his own nar- 
rative are more illuminating than deseription could be. ‘‘Then I thought 
I was going to lose my mind and I thought I’d go down, at the suggestion 
of a friend of mind, to see a doctor and he gave me what I eall a magie 
fluid because I know I would have been out of my mind now if it hadn’t 
have been for the nerve tonic he gave me.’’ Q. Have you ever had anything 
like that happen to you before? <A. ‘‘ Well, when I was twenty years old, 
doctor, that was nine years ago, I had something very similar.’’ Q. You’ve 
always been rather tied up in yourself, haven’t vou, thinking about yourself 
a good deal? A. ‘‘Yes, doetor, caused by the self-consciousness which was 
caused by a very loathful incident that occurred when I was a boy.’’ Q. 
Had you previously had special worries about yourself? A. ‘‘ Well, here is 
what I thought. I thought by the incident that occurred to me (which I don’t 
think is necessary to tell you now with ladies here) it sort of created a self- 
consciousness to the extent that I thought that everybody in the world knew 
what had oceurred which caused me untold of misery in spite of the fact 
that I had kept busy in my father’s business, collecting rents, supervising 
repairs. In other words, I just didn’t sit on a chair and dream about that 
thing. That’s the way most people get into trouble. I kept busy all the 
time and notwithstanding that I was self-conscious.’’ Q. Had you any real- 
ization that those experiences were not uncommon among people, that a 
great many people had experiences of that kind? A. ‘‘I thought I was the 
only one in the world and I considered it the most horrible thing to such an 
extent even right after that occurrence that I hoped I haven’t lived up to 
that time.’’ ‘Q. Wished you had died before that happened? A. ‘‘Yes, sir. 
I was extremely disgusted. It was a dreadful thing, extremely low and I 
just. thought that . . . ’’ Q. You were quite young? A. ‘‘T was only about 
nine or ten years old. I thought of going to the police, you know, and re- 
porting it and then again I said to myself, ‘If I do that, then it will posi- 
tively be known about me,’ get the idea?’’ Q. You were afraid that they 
knew but you weren’t right sure that they knew? A. ‘‘As I told you, it 
was just that I thought that people knew. I knew that they couldn’t put 


| 
= 
od 
> 
‘ 
ad 
a 
| 


88 STUDIES IN OBSESSIVE RUMINATIVE TENSION STATES 


their hand on the Bible, understand, and swear to it but it was just my 
mind thinking that they knew about that, about me, and I feel sure... ”’ 
Q. Did that make you quite bashful? <A. ‘‘No, sir, I wasn’t bashful; in 
fact, it made me bold. I tried to throw imagination that people were think- 
ing that about me off, get the idea? In fact, I became rather, not insulting 
to people, nothing like that, but just in my own mind I beeame bold, to 
guard myself against thoughts.’’ Q. How old were you when you left 
school? A. ‘‘I was, let me see now, I guess I was, I went to the seventh 
grade, I think about eleven or twelve years old.’? Q. Why did you want to 
quit school? A. ‘‘Well, for two reasons. If I tried hard enough, I could 
have stayed in school. The two reasons are that 1 love the outdoors, eouldn’t 
wait for the bell to ring to get out and play ball, not to play ball necessarily 
because at that particular time, my father was in ill health and I collected 
rents for him and took care of his business and I wasn’t scholarly.’’ Q. 
You had no inclination to study? A. ‘‘Yes, sir, that’s right.’? Q. Do you 
read at all? <A. ‘‘Yes, sir, I read magazines. I don’t read books which I 
know that I should. I know that I should have for years and years; in 
fact, I mean to say, probably if I had read books, it would have helped me 
in the illusion I had. It would help probably to destroy the illusion that 
people—the self-consciousness of the fact of what had oceurred.’’ Q. Don’t 
you think your activities had a good deal to do with combating that? A. 
**Yes, sir, and I’ve always felt fairly sure of myself notwithstanding that. 
I’ve felt sure of myself. 1 thought I was—not to be egotistiecal—I always 
thought I was half way clever as the next fellow. I’ve had self-assurance. 
I haven’t been afraid.’’ 

On another occasion he said he had feared insanity and had a fear of 
becoming a weakling. Then, ‘‘ I would rather die than become insane or 
become a weakling. I wanted to die and I wanted to live. 1 pietured my- 
self in a grave, as I would look in the cemetery and decided not to do any- 
thing about it. I went to see a doctor and he advised me to come here.’’ 

On several occasions he diseussed the childhood experience referred to 
above which consisted essentially in his going with some other boys to visit 
a colored man who performed fellatio upon him. A few days after this 
some of the boys teased him about having a round face like a girl’s. From 
that time on he has tried to change the contour of his face by drawing in 
his cheeks. At the time of his admission he was rather thoroughly convinced 
that he had made his brow higher and narrower and his face much longer 
by this posture. He also talked freely about his feelings of unworthiness 
and connected the fright which precipitated the present illness with the 
childhood experience but more particularly and definitely with his general 
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feelings of passivity and inferiority. He never had a fight in his life. He 
had been considered by his family to be an extremely handsome baby and 
had been much overprotected and spoiled. ‘*‘A few days after that experi- 
ence a boy said to me, ‘Your face is round—why don’t you have a muscular 
face?’ I should have been hard and not give a damn. I wanted my face 
to get longer and more muscular. I thought it had changed by doing that 
(holding the facial expression). I get mad because I’m weak—lI want to be 
strong. I always wanted to be noble—a man among men—perfect. In- 
stead of just letting nature take its course, I tried to change myself.”’ 

ComMENT: The similarity of affect in anxiety attacks and in 
schizophrenic panic states is indicated in this patient. Here the 
emotional perturbation at the time of the acute onset of his illness 
seems to be simply his general insecurity intensified to the point of 
panic. We must keep in mind the fact that for years this patient 
had taken it for granted that everyone must somehow know of his 
intolerable experience. If he could assume the manly role, perhaps 
he could fool them, but let him once weaken and they would be sure. 
It seems a very precarious adjustment at best. It is of interest 
that in attempts to emerge from the panic he distorted his face to 
what he felt was a more masculine contour and went on to the con- 
clusion that he had actually changed the boney structures by his 
wish and effort. What he was unable to achieve in his active be- 
havior, he made up for in autistic thinking. 


Discussion 
On the whole this material suggests rather strongly that the pa- 
tient suffering from profound psychasthenie illness is in danger of 
a break with reality similar to that seen so trequently in schizo- 
phrenia. It should be noted that in all four cases there was evi- 
dence of marked familial tendency to social maladjustment, but 
this is a common finding in the family histories of patients suffer- 
ing from either psychasthenie or schizophrenic illnesses. Never- 
theless, the severity of the inheritance factor may play an impor- 
tant role in determining the susceptibility to transitions from psy- 
chasthenia into more unfavorable states. Our material does not 

justify any fixed opinion on the matter. 
While we have little evidence as to what determines the nature 
of the psyghotic state, there is fairly consistent evidence as to why 
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some change in reaction becomes necessary. In every case there 
had been insecurity of adjustment for many years, with life experi- 
ence leading to special sensitivity to certain topics perculiar to the 
individual patient. The reaction to these special topics had devel- 
oped along lines of evasion of the issue by means of psychasthenie 
defenses—emotional tension, meticulous performance, phobias, 
compulsions and rituals which seem to ward off or postpone the ne- 
cessity for doing something about really solving the problem. Thus, 
in the first case there was built up the defense against being like 
her mother, slovenly, drunken, dissolute, and the target of com- 
munity contempt. In the second case the symptoms grew out of 
fear of the sexual impulses within her. In the third it was dread 
of general inability to survive on his own merits. In the fourth, 
feminine passivity was intolerable. The organization of the be- 
havior in each case seems to be peculiarly adapted to assist the in- 
dividual to sidestep these particular issues, and the content during 
the psychoneurotic phase is concerned with everything that may 
deny the fault one fears to find within. There is no searching it 
out and facing it. For these patients it is something too horrible 
to face. Then if by any chance something occurs which necessi- 
tates immediate dealing with the problem such reactions are en- 
tirely inadequate. Something akin to panic occurs, the reality dis- 
crimination is lost and the stage is set for schizophrenic sympto- 
matology in which the dreaded quality within can be blamed upon 
something without and responsibility for it can be denied, or it ean 
be satisfied or compensated for in phantasy, as distinct from the 
attempts to compensate in reality performance characteristic of the 
psychasthenic reaction. 

As a corollary of this observation it should be noted that as long 
as the individual sees any hope of an ultimate satisfaction of all his 
important needs, however conflicting they may be, such a shift of 
reaction cannot occur nor, in such cases as presented here, will it 
occur in any situation where the individual sees any prospect of 
deferring the issue. Indeed, the reason for deferring it appears to 
be some hope that somehow things will work out in such a way that 
the issue will solve itself. This would suggest that there is gener- 
ally a preference for reality satisfaction if it can be attained. 
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It is by no means implied that all schizophrenic illness develops 
through psychasthenie stages, but it is certain that many instances 
of this sort come under observation. The interest here lies pri- 
marily in the fact that one has the opportunity to observe the grad- 
ual evolution of a state of being under circumstances that give 
promise of shedding light upon the characteristics of both reac- 
tions. 

While the mechanism of projection is certainly not confined to 
the schizophrenic reaction, nevertheless, it is in this illness that 
projection is very frequently an outstanding feature. The essen- 
tial element in projection is the acceptance of one’s own individual 
subjective experiences as true in the external world of objective 
reality. It is a misidentification of the source of the experience. 
The schizophrenic process in some way brings about a condition in 
which it is impossible (or very difficult) for the subject to diserim- 
inate between the objective and subjective aspects of his being (in 
relation to certain topics at least) to a greater degree than one 
ever sees such difficulties in the so-called ‘‘normal person.’’ In this 
respect the schizophrenic process is, among other things, a state in 
which projection is peculiarly facilitated. While projection in this 
sense may occur in the setting of any type of reaction, it is by no 
means characteristic of the psychasthenic reactions, which, on the 
contrary, usually show a clear appreciation of the fact that the 
symptoms are subjective in origin. This fact serves (together with 
other eriteria, of course) for differentiating a phobia, obsessive or 
compulsive act from delusions concerning external dangers, influ- 
ences, thought control, ete. 

There is some similarity between these reactions and those seen 
in involutional cases, and in the presence of various toxie agents 
such as infections or metabolic disease, or drugs. These factors 
have been ruled out as far as possible in our cases. The involu- 
tional and the toxie reactions are too heterogeneous to be compared 
with an isolated reaction set such as we are dealing with. It may 
be possible that involutional or toxic processes could bring about 
behavior patterns similar to those which in our cases we attribute 
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to the emotional impasse. In individual instances one might be 
dealing with such reactions as we have described coincident with, 
but not necessarily dependent upon, involutional or toxic states. 

It might be thought, because the cases presented here have 
showed relatively mild and transient psychotic reactions, that the 
prognosis in such cases might be somewhat better than in the usual 
schizophrenic illness. This is not the case. Harrower? has demon- 
strated that the improvement and recovery rates in schizophrenia 
are the same whether or not they are preceded by definite psycho- 
neurotic organizations. Obviously the material used for a study of 
this kind had to be selected from the more accessible patients, 
which accounts for the mildness of the reaction discussed here. In 
spite of a wavering reality perception some of our patients re- 
mained fairly accurately oriented in the objective world. 

The very nature of the material we deal with precludes diagnos- 
tic dogmatism. It is expected that various observers would inter- 
pret these reaction types differently. The cases belong, in general, 
to the psychoneurotic-psychotic borderland where the differentia- 
tion of the reaction type is difficult, if not impossible. If we have 
chosen for use certain words it is because they seem to us to be 
descriptive of the material. The case histories as presented should 
be sufficient to make the meaning clear. There would be no objec- 
tion if others should choose other terms. The objective facts as pre- 
sented seem of greater importance than any argument over the 
choice of language. 


ConcLUSIONS 


It seems clear that the psychasthenic and schizophrenic reactions 
are qualitatively, as well as quantitatively, different although it is 
established that where both reactions occur in the individual case, 
they may, and frequently do, have points in common since, as a 
rule, they must deal with the same fundamental problem. In such 
instances the same topics are frequently presented in the content, 
but with a change characterized by loss of reality thinking. There 
will always occur, then, a qualitative change in general behavior as 
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a result of this. However, the affect may remain essentially of the 
same quality (i. e., fear) and change only quantitatively. The ma- 
terial indicates also that however diffuse or intensive or quantita- 
tively changed the psychasthenie reaction may be, it has qualitative 
characteristics of its own. 
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RECURRENCES OF PSYCHOSIS WITH PSYCHOPATHIC PERSONALITY 
AND PSYCHOSIS WITH MENTAL DEFICIENCY 


‘*A Study of Prison Psychoses’’ 
BY SAMUEL C. KARLAN, M. D., 
ASSISTANT PHYSICIAN, DANNEMORA STATE HOSPITAL, DANNEMORA, NEW YORK 

The psychopathic personality became a prominent problem when 
criminology enlisted psychiatry in its attempts to solve some of 
its difficulties. Although a moderate amount of work has been done 
in this field, the nature of psychopathy is far from clear. Part- 
ridge’ defined a psychopath as one in whom strong demands were 
accompanied by feelings of inadequacy, inferiority, or insecurity. 
This caused a tendency to either go into tantrums, to sulk away 
from life, or to run away from the environment. Visher? ascribed 
to psychopaths marked inherent defects in volition and inhibition, 
egotism, impulsiveness, poor judgment, nonconformity to ethical 
and social standards and inability to adjust or profit from disci- 
pline. Bryant*® defined psychopaths as individualists whose pe- 
culiar way of reacting was due to a lack of ‘‘community con- 
science.’’ Sullivan* added that they were unable to gain from ex- 
perience, had marked inadequacy with compensatory rationaliza- 
tion and were incapable of using foresight. Silk’ characterized 
them as aggressive, egotistical, narcissistic, and with a strong 
father antagonism which led to a defiance of authority. Scheetz® 
described them as superficial, shallow, unable to grasp finer mean- 
ings of moral issues, with weak will power, poor planning, little 
forethought, self-centered, self-loving and myopic in outlook. Karp- 
man’ emphasized that they were oblivious of consequences of acts, 
their intelligence was uneven showing gaps in the field of judgment, 
and their lives were superficial and selfish. In discussing their 
behavior in prison, he mentioned that they showed many reactive 
manifestations, malingering, temper tantrums, panic and delirium, 
that these were superficial and benign and that they recovered rap- 
idly. They were markedly colored by the situation. In the less 
stable, he believed, the residua might persist and become malignant 
and by their tremendous strain might lead to regressive dementia. 
Webster® described that even in the hospital environment, they had 
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recurrent episodes when they were irked or displeased by the treat- 
ment they received. 

Bearing in mind the characteristics of the psychopath as de- 
scribed above, we are not surprised to find that recovered cases of 
psychosis with psychopathic personality are prone to develop re- 
lapses when they are again confronted with punitive custody for 
any length of time. At the Dannemora State Hospital, which re- 
ceives only felons who became mentally disordered while serving 
their sentences, one finds a great number of patients who are diag- 
nosed psychosis with psychopathic personality. When they recover, 
they are usually returned to a State prison to complete their terms. 
A considerable number of them have further episodes and are sent 
back to the hospital for treatment. I wish to discuss in this paper 
67 such cases and also 14 similar readmissions of psychosis with 
mental deficiency. 

The average length of confinement in prison before the onset of 
the first psychotic episode was 2 years and 6 months. However, 
the variation was great, ranging from 5 days to 7 years and 10 
months. The average length of residence in the hospital during 
this same attack was 1 year and 10 months, varying from 2 months 
and 7 days to 4 years and 1 month. he average length of confine- 
ment in prison before the appearance of the second episode was 
1 year and 15 days, varying from 3 days to 7 years and 10 months. 
Twenty-eight of these patients were paroled after their first recov- 
ery and later returned as violators. Their average time in prison 
before their relapse was one year, while that of those who had not 
had an intervening period of freedom was 1 year and 1 month. 
The difference is statistically negligible. The average length of 
stay of those who had been discharged after their second attack was 
1 year and 8 months with a minimum of 2 months and 16 days. 
However, since this figure did not include those patients who were 
still in the hospital, one of whom had been here for more than 11 
years, it was probably smaller than the real average. It will be 
noticed that the mean length of residence during the second episode 
was about the same as in the first. 

As mentioned above, the criminal psychopath lives only in the 
present and is not aware of the future. If he is irked by any fac- 
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tor in the environment, he becomes upset. He is emotionally un- 
stable and his judgment is easily warped. He lapses into a psy- 
chosis with great facility. In the hospital, he is treated with len- 
iency. He is not confined to a cell. His tasks are not exceptionally 
difficult and he is regarded syinpathetically by the attendants. If 
he is not industrious, he is not compelled to do any work and he 
ean rest whenever he so desires without any material privations. 
If he is employed, lie is allowed to change his job at varying inter- 
vals. He is given encouraging psychotherapecutic interviews by the 
staff physicians. On being returned to prison, he meets a stricter 
environment. He has to undergo a more rigid discipline. He meets 
the relentless monotony of prison life. [le finds it harder to adjust 
and if something arises which is extremely unsatisfactory to his 
desires, he may become exceptionally excited or depressed and re- 
lapse into a psychosis. On studying these cases, it is noticed that 
certain situations recur repeatedly as precipitating factors. Al- 
though the inherent personality of the criminal psychopath is de- 
fective, the situation is of greater importance in these patients 
than in the more regressive insanities and has much greater sig- 
nificance. 

One of the more common reports of the patients (27 cases) was 
that they could not stand the cell. In some cases the inmates ¢om- 
plained that they were confined to their rooms for 20 to 24 hours a 
day and had nothing to do but sit and worry. Other inmates said 
that even though they worked in the daytime, the loneliness and 
solitude at night drove them to despair. Others were sent to iso- 
lation because of infraction of the discipline and reacted to it with 
a psychosis. The following are a few typical cases: 

Case One: F. D., 23 years old at time of first admission. The 
patient’s early life history was very irregular and his employment 
record was very unsatisfactory. Ile was convicted of robbery, 
third degree, and was sentenced on April 1, 1931, to a term of 10 
years maximum. While in prison, he became excited and halluein- 
ated. He heard his mother’s and sister’s voices talking to him 
from the basement. They told him that the officers were going to 
‘‘do away with him.’’ He was resistive and sullen and had to be 


transferred to the Dannemora State Hospital on February 24, 
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1932. He improved gradually and on September 6, 1933, he was 
discharged as recovered and returned to prison. On October 10, 
he attempted to commit suicide by hanging. On November 24, he 
broke up his eell. Considerable force had to be used to restrain 
him. 

When interviewed he appeared dull and depressed. He an- 
swered, *‘1 don’t know,’’ to most questions. Ile was returned to 
the Dannemora State Ilospital. After he had somewhat improved, 
he explained as follows: ‘‘l suppose | was worrying and so on. 
I felt a little nervous and I suppose it was being locked up that 
gotme. I was worrying about getting a job and I did not get it and 
after I was locked up for forty-seven days, 1 guess it got the best 
of me and I tried to commit suicide. [ thought somebody was try- 
ing to poison me over there. Nothing seemed to have a good taste. 
In the cell, | would get mioody at times and worried. I was always 
looking for a job to come and it never came. | would keep writing 
letters and get no answers. It all kind of preyed on me.”’ 

While in the hospital he recovered rapidly but showed signs of 
marked instability. He left his work at regular intervals, but after 
idling on the ward for a week, he usually asked to be allowed back 
to his job. He was discharged as recovered on April 17, 1935. 

Case Two: C. G., 19 years old. The patient had an irregular 
history. Ile had run away from home at the age of nine and has 
roamed around since. He was addicted to alcohol. He was con- 
victed of assault, second degree, and was sentenced to a term of five 
years on Mareh 18, 1925. While in prison, he became hallucinated 
and excited. He complained that his head felt weak and he could 
not do anything. He heard his brother-in-law pass remarks about 
him at night. He was transferred to the Dannemora State Hos- 
pital on May 16, 1925. Here he improved rapidly and was dis- 
charged as recovered on January 14, 1926. He was paroled in 
July. He was reapprehended for robbery, second degree, and was 
sentenced to a term of 20 years on December 10, 1931. For two 
years he stayed at one of the prisons and worked satisfactorily 
without showing any mental symptoms. He was transferred to 
another prison for administrative reasons and had to wait several 
months before a suitable job could be found for him. During this 
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period, he was locked up in his cell most of the day. He became 
depressed and retarded and talked about suicide. He sat by him- 
self for indefinite periods without showing any interest in outside 
matters. He described thoughts coming into his head which told 
him to take his life. He was not very communicative. He was 
transferred to the Dannemora State Hospital on April 20, 1934, 
and here he improved rapidly. He related that he had been in a 
cell for 90 days and that if he had not been taken out of it he would 
have killed himself. Although practically recovered, he asks to be 
kept at the hospital until his time is completed so that he will not be 
compelled to be in a cell again. 


Case THREE: B. G., 47 years old. The patient had an unsatis- 
factory employment record. He had previously been imprisoned 
several times for larceny. He was convicted of attempted bur- 
glary, third degree, and was sentenced to a term of five years in 
January, 1931. He became disturbed and hallucinated almost im- 
mediately and was transferred to the Dannemora State Hospital 
on April 15, 1931. Here he slowly improved and was discharged 
as recovered on April 27, 1932. He became depressed again and 
worried a great deal. He talked of hearing a radio in his cell, and 
was readmitted to the Dannemora State Hospital on September 28, 
1932. On his return, he related that he had gone to pieces at prison 
and that if he had known this he would not have asked to go back 
so soon. He stated that he had not done any work since his dis- 
charge even though he had tried to get some employment. He had 
been locked up in his cell for several months. The voices had begun 
a little at a time and had become stronger and stronger. Ile heard 
them at night in his bed. He improved rapidly and was discharged 
as recovered on June 21, 1934. He was paroled from prison on 
July 14, 1934, and was returned as a violator on August 21, 1935. 
He worked for several months in prison and again became dis- 
turbed. He talked to himself a great deal and heard inmates shout 
his name. He was sent to the Dannemora State Hospital on No- 
vember 9, 1935. Here he explained that for six weeks he could 
not sleep and felt unstrung. He could not stand the cell at night, 
could not read, could not listen to the radio but had a constant pres- 
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sure feeling as if he had to be engaged at some sort of work. He 
improved rapidly and was discharged as recovered on May 6, 1936. 

The above cases illustrate the reaction of some psychopaths to 
physical confinement. One is lead to believe that the cell, idleness 
and solitude are at times capable of precipitating a psychosis in 
these men. We cannot say whether it is the lack of social ecompan- 
ions during the evenings, the opportunity to sit alone and worry or 
the claustrophobiogenetic elements of the cell which are the oper- 
ating factors. It is probable that the actual case reacts to all of 
them. The strict routine, the necessity of being locked alone in a 
cell for at least 12 hours and the regular recurrence of daily events 
unpose a gruelling monotony which the psychopath is ill equipped 
to tolerate. Prophylaxis in these cases must be individualized. The 
most important measure will always be occupational therapy. Con- 
tinuous employment is of value not only as a curative but as a pre- 
ventive measure. It is necessary to keep these patients at work 
so that they cannot sit and conjure up imaginary wrongs. Change 
of job and thereby of the local environment may be indicated in 
some patients. In this manner, the relief of monotony may some- 
times abort a psychosis. Some men who are markedly disturbed by 
the cell may be helped by a short stay in a ward. Psychotherapy is 
extremely valuable in all instances. The tendency to psychotie re- 
gression is not very deep seated and will react to prophylaxis as 
well as therapy. 

Psychopaths being unstable, excitable and incapable of profiting 
from experience may react to any disagreeable happening with a 
transient psychosis. While in the above instances confinement to a 
cell and enforced idleness were the situational factors, in 27 other 
cases, different precipitating factors were found. These consisted 
for the most part of difficulties between the patient and other in- 
mates or the officers. The following is an example: 

Case Four: A.S8., 24 years old. The patient had a psychopathic 
early history. He had been a truant at school and had joined and 
deserted the navy. He had a long previous criminal record. He 
was convicted of robbery, third degree, and was sentenced to a term 
of 714% to 15 years on September 18, 1931. He worked at prison 
until November, 1932, when he was accused of disrespect toward an 
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officer and was locked up in a cell. He claimed that he had been 
charged with another’s offense. He became excited, confused, and 
refused to talk. He answered ‘‘No”’ to all questions. One day he 
smashed his cell. He was transferred to the Dannemora State Hos- 
pital on January 19, 1933. He slowly improved and was discharged 
back to the prison on November 3. A short time later he had a 
fight with another inmate because of a guitar and was reprimanded. 
Since then he felt that the officers thought that he was a ‘‘wise 
guy’’ and kept unnecessary watch over him. He said, ‘‘They are 
‘ just out to get me. They ain’t got no use for me because I had 
trouble at Comstock. Why do they wateh over me when I go to the 
mess hall?’’ He was returned to the Dannemora State Hospital on 
January 10, 1934. Here he is gradually improving. 

Another patient had expected to receive a pardon but was dis- 
appointed. He managed to adjust, however, until he was drawn 
into a fight with a fellow inmate, which was followed by a paranoid 
episode. <A third became delusional and disturbed every time he 
could not get his way. A fourth became paranoid when he felt that 
he was not getting the proper medical treatment. Prophylaxis is 
difficult in this group of cases. In fact, these patients are prone to 
develop recurrent psychotie episodes both in the hospital and in 
civil life. However, while the inherent psychopathy is resistant, 
the psychosis itself is fairly amenable to psychotherapy. It is the 
impression of the writer that a short stay in a special division of 
the prison with extensive psychotherapeutie interviews may abort 
some of these cases. 

There is an additional group of 18 men which is yet to be con- 
sidered. These inmates did not have any recurrence immediately 
after discharge. They were all paroled and later apprehended for 
other crimes and returned to prison. In these instances, the re- 
sentencing, the prospect of being compelled to serve another term 
and the initial shock of the loss of liberty were adequate to pre- 
cipitate a psychosis. The following is an example: 

Case Five: J. B., 19 years old. The patient’s criminal record 
began at the age of seven. His employment history was very un- 
satisfactory. He was convicted of grand larceny, second degree, 
and was sentenced to a term of five years maximum, on June 16, 
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1919. While in prison he became excited, showed marked emotional 
instability, exhibited a paranoid trend, and was exceedingly as- 
saultive. He was transferred to the Dannemora State Hospital on 
June 19, 1923. He was paroled, was convicted for several other 
crimes, was finally rearrested for robbery, first degree, and given 
a term of natural life on January 20, 1928, under the Baumes Law. 
While being sentenced, he was surly and abusive to the judge. His 
behavior was bad immediately after readmission to prison. He 
gradually became worse, claimed that he had been framed and was 
apprehensive and restless. He said that the ‘‘cops’’ threatened his 
life, that gangs of men were in back of him, that the judge had 
nothing to do with his sentence, that he was the hoss and that he 
intended to stay at prison only for the few summer months. He 
was slow, retarded and indifferent. He was returned to the Dan- 
nemora State Hospital on June 23. He recovered from his delu- 
sions rapidly, but he still engages in frequent fights and is emo- 
tionally unstable. 

The 12 other cases were essentially similar. These patients re- 
sembled the other psychopaths in that something had happened to 
them which was decidedly disagreeable. They had acted without 
regard for the future and could not bear the consequences. These 
episodes are also amenable to psychotherapy. 

Finally, I wish to diseuss 14 cases of recurrences of psychosis 
with mental] deficiency in prison. Karpman’ and Gordon’ have pre- 
viously pointed out that the reaction of the defective criminal to 
confinement is similar to that of the psychopath except that the de- 
ficiency becomes intensified and there is no control by intelligence 
leading to impulsive acts and extreme emotions. The precipitating 
factors in these cases were similar to those described above. Dis- 
satisfaction, fights with other inmates, disagreements with officers, 
seclusion, idleness, resentence, and failure to get paroled were the 
common ones. The following are brief examples: 

Casgt Six: R.S. 25 years old. Mental age is nine years. In- 
telligence quotient is 60. The patient was discharged from the 
Dannemora State Hospital on August 4, 1933 and was readmitted 
on September 5, 1933. He said that he had become upset and 
thought that he was being poisoned because he had been locked up 
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and told that he would not be given a job. Since he could not read, 
he became worried that he would have to spend several years in a 
cell doing nothing. This disturbed him so much that it caused a 
breakdown. 


Case Seven: M. (. 23 years old. Mental age is nine years 
and seven months. Intelligence quotient is 64. The patient had a 
long previous criminal record dating back to the age of eight. He 
was convicted of robbery, second degree, and assault, second de- 
gree, and was sentenced to a term of 10 to 15 years on March 28, 
1929. While in prison, he said the following to the psychiatrist : 

‘*T have been framed up and my enemies are out to get me. The 
enemy who cut my face is not in this prison but has wired his 
friends to get me. I can’t stand to be in here and that’s why I 
tried to kill myself.’’ 

He was admitted to the Dannemora State Hospital on October 
51,1930. Here, he engaged in fights repeatedly for a long time but 
gradually improved, gained insight and was discharged as recov- 
ered on August 4, 1933. He was readmitted on September 18, 1933. 
When asked what trouble he had had in prison, he answered, ‘‘ My 
enemy told about twenty guys to get me. I’m using my own con- 
clusions.’’ He was in frequent battles and felt that he was being 
persecuted. He is continuing similar behavior at the hospital. In 
this case, most likely, some slight difficulty with another inmate re- 
awakened an old paranoid trend. 

In both psychosis with psychopathic personality and psychosis 
with mental deficiency the symptomatology of the second episode is 
usually similar to that of the first one. The patient who is pre- 
dominantly paranoid, depressed, disturbed or hallucinated in the 
first psychotic period will commonly show like symptoms in the 
second. The impression given is that the particular manifestations 
of insanity in both attacks are more dependent on the personality 
characteristics of the patient, his past experience, habits and tend- 
encies rather than on the causal situations. This is in consonance 
with the findings of Wolff’® in delirium. 
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SUMMARY 


1. Sixty-seven cases of recurrences of psychosis with psycho- 
pathic personality and 14 of psychosis with mental deficiency in 
prison have been studied. 


2. Psychopaths are markedly unstable and may repeatedly re- 
act to disagreeable situations with transient psychotie episodes. 
3. Among prominent situational causes of recurrence are idle- 


ness, monotony, confinement in cells, difficulties with other inmates 
or officers and return to prison from parole. 


4. Occupational therapy, psychotherapy, change of routine and 
temporary custody in wards may be of value as prophylactic 
measures. 
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MORTALITY AMONG PATIENTS WITH EPILEPTIC PSYCHOSES 


BY BENJAMIN MALZBERG, PH. D., 
SENIOR STATISTICIAN, NEW YORK STATE DEPARTMENT OF ‘MENTAL HYGIENE 

It is of interest to consider the curtailment of life among epilep- 
tics, especially when the latter condition is associated with a psy- 
chosis. Such an analysis may be made on the basis of the mortality 
among patients with epileptic psychoses under treatment in the 
New York civil State hospitals. There were 1,107 such patients on 
April 1, 1930 (the date of the special census of the civil State hos- 
pitals), of whom 579, or 52.3 per cent, were males, and 528, or 47.7 
per cent, females. This indicates a slightly higher percentage of 
males than is found among the nonpsychotie epilepties in Craig 
Colony, where 50.5 per cent of the resident population on June 30, 
1930, were males, and 49.5 per cent, females. It differs even more 
from the sex distribution of all resident patients in the State hos- 
pitals on April 1, 1930, of whom 47.8 per cent were males and 52.2 
per cent, females. 


TABLE 1. PATIENTS WITH EPILEPTIC PSYCHOSES IN THE NEW YorkK CIVIL STATE 
HOSPITALS, APRIL 1, 1930, CLASSIFIED ACCORDING TO AGF 


Number Per cent 

Age (years) Males Females Total Males Females Total 
Se ere 4 3 7 0.7 0.6 0.6 
13 7 20 2.2 13 1.8 
32 24 56 5.5 4.5 5.1 
53 67 120 9.2 12.7 10.8 
Ree 72 63 135 12.4 11.9 12.2 
ASS 76 70 146 13.1 13.3 13.2 
aces reer rer 80 70 150 13.8 13.3 13.6 
63 64 127 10.9 12.1 11.4 
55 40 95 9.5 7.6 8.6 
39 32 71 6.7 6.1 6.4 
RE a eee 28 23 51 4.8 4.4 4.6 
8 13 21 14 2.4 
5 8 13 0.9 1.5 1.2 
2 11 13 0.3 2.1 1.2 
1 1 0.2 0.1 


Total nccccccsese 579 528 1,107 100.0 100.0 100.0 
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The average age of the 1,107 patients with epileptie psychoses 
was 45.1 years, males and females averaging 44.5 and 45.8 years, 
respectively. There was considerable variation in age, the coeffi- 
cient of variation amounting to 31.8 per cent. The complete age 
distribution is shown in the accompanying table. 

During the three years ended June 30, 1931, there were 322 
deaths among the patients with epileptic psychoses, of which 174, 
or 54.0 per cent, were among males, and 148, or 46.0 per cent, 
among females. The average age at death was 47.9 years; males 
and females averaged 46.6 and 49.5 years, respectively. These are 
much higher than the corresponding ages at Craig Colony, where 
the average ages at death in 1930 were only 32.1 years among males, 
32.6 years among females, and 32.3 years for both sexes combined.’ 

The average annual death rate among the patients with epileptic 
psychoses was 93.8 per 1,000 exposures, giving a ratio of 8.0 to 1 in 
comparison with the corresponding rate of the general population. 
Males and females had death rates of 97.2 and 90.1, respectively, 
giving ratios of 7.7 to 1 and 8.4 to 1, in comparison with the death 
rates of the corresponding general populations, 

The death rates of the patient population are shown by broad age 
groups in Table 2. 


TABLE 2. AGES OF PATIENTS WITH EPILEPTIC PSYCHOSES DYING IN THE NEW YorRK 
CiviL STaTeE HosPiITaLs DURING THE FISCAL YEARS 1929-1931, INCLUSIVE, 
AND AVERAGE ANNUAL DEATH RATES PER 1,000 EXPOSURES 


Average annual death rate 
Number of deaths Per cent of total deaths per 1,000 exposures 
Age (years) Males Females  Toial Males Females Total Males Females Total 


Under 15 .. 


15-24 ....0. 19 9 28 10.9 6.1 8.7 133.9 93.2 117.4 
25-84. o2i0 ies 31 20 51 17.8 13.5 15.8 99.1 65.1 82.3 
35-44 ...... 33 33 66 19.0 22.3 20.4 73.0 80.2 76.4 
45-54 ...... 34 38 72 19.5 25.7 22.4 77.7 91.1 84.2 
55-64 wees 27 17 44 15.5 11.4 13.7 93.1 76.4 85.8 
65-74 ...... 25 19 44 14.4 12.8 13.7 211.1 163.1 187.3 
75 and over 5 12 17 2.9 8.1 5.3 216.5 192.2 198.8 


Total .. 174 148 322 100.0 100.0 100.0 97.2 90.1 93.8 
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At 15 to 24 years there was an average annual death rate of 
117.4. The rate decreased to a minimum of 76.4 at 35 to 44 years, 
but increased thereafter to a maximum of 198.8 at 75 years and 
over. Among males the death rates decreased from 133.9 at 15 to 
24 years to 73.0 at 35 to 44 years, and then increased to 216.5 at 75 
years and over. The female death rate decreased from 93.2 at 15 
to 24 years to 65.1 at 25 to 34 years, and increased steadily there- 
after, with one exception, to a maximum of 192.2 at 75 years and 
over. The male death rates exceeded those of the females at both 
extremes of the age distribution, but from 35 to 54 years the female 
rates were in excess. 

Corresponding death rates for the general population of the 
State of New York are shown in Table 3, together with ratios of the 
patient death rates to those of the general population, 


TABLE 3. DEATH RATES, BY AGE GROUPS, AMONG PATIENTS WITH EPILEPTIC PSYCHOSES 
IN THE NEW YorK CIVIL STATE HOSPITALS AND IN THE GENERAL POPULATION OF 
THE STATE OF NEW YORK, WITH RATIOS OF CORRESPONDING DEATH RATES 


Ratio of death rate 


Average annual death rate Annual death rate in among patients to 
among patients with general population of that of the gen- 
epileptic psychoses* New York Statet eral population 

Age (years) Males Females Total Males Females Total Males Females Total 
Under 16... «. 1.6 1.2 1.4 
15-24 .. ..133.9 93.2 117.4 2.9 2.6 2.7 46.2 25.8 43.5 
BRE 66504 99.1 65.1 82.3 4.4 3.7 4.1 22.5 17.6 20.1 
ee 73.0 80.2 76.4 7.6 5.6 6.6 9.6 14.3 11.6 
oo ee 77.7 91.1 84.2 16.0 11.3 13.7 4.9 8.1 6.1 
Be asses 93.1 76.4 85.8 32.2 24.9 28.5 2.9 3.1 3.0 
Gree -cscien 211.1 163.1 187.3 62.7 52.9 57.6 3.4 3.1 3.3 
75 and over 216.5 192.2 198.8 144.0 134.3 138.5 1.5 1.4 1.4 


*Per 1,000 exposures. 
tPer 1,000 population. 


At 15 to 24 years the patient death rate bore a ratio of 43.5 to 1 
to that of the general population. The ratios decreased with age 
to a minimum of 1.4 to 1 at 75 years and over. Among males there 
was a ratio of 46.2 to 1 at 15 to 24 years. The ratio dropped rap- 
idly to a minimum of 1.5 to 1 at 75 years and over. There was a 
similar downward trend among the females, the ratios declining 
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from 35.8 to 1 at 15 to 24 years to 1.4 to 1 at 75 years and over. The 
female ratios exceeded those of the males from 35 to 44 years to 55 
to 64 years, inclusive. 

As usual, it is necessary to correct the ‘‘crude’’ death rates 
among the patients with mental disease, by giving consideration to 
differential age distributions. Correction for the latter may be 
made by standardizing the death rates. The results are given in 
Table 4, the population employed as standard being that of the 
State of New York, aged 15 years and over, as shown by the Fed- 
eral census of April 1, 1930. 


TABLE 4. DEATH RATES AMONG PATIENTS WITH EPILEPTIC PSYCHOSES AND IN THE 
GENERAL POPULATION OF THE STATE OF NEW YORK, 1930 


Males Females Total 
Crude Standardized Crude Standardized Crude Standardized 


Patient pop- 
ulation (A)..97.244.7 111.7+5.0 93.82+3.4 98.6%3.4 
General pop- 

ulation (B)..12.6+0.03 14520.04 10.70.05 11.60.03 11.70.02 13.50.03 
Ratio of 

(A) to (B) 7.7 


~ 


8.4 7.3 8.0 


ww 


Standardization resulted in rates of 98.6 and 13.5 per 1,000 popu- 
lation for the patients and the general population, respectively, re- 
ducing the ratio of the death rates to 7.3 to 1. The decrease was 
due to the change in the female death rate, which was reduced to 
84.8, giving a ratio of 7.3 to 1 in comparison with the rate of the 
general female population. Standardization increased the male 
death rates in the same proportion, leaving the ratio at 7.7 to 1. 

It should be noted that the male death rate is significantly higher 
than that of the females. 

The death rate of patients with epileptic psychoses may be com- 
pared with that of all patients with mental disease.? The latter had 
a standardized death rate of 64.9 per 1,000 population. This was 
exceeded by the death rate of the epileptics in the ratio of 1.5 to 1. 
Among males and females the corresponding ratios were 1.6 to 1 
and 1.4 to 1, respectively. 
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The ‘‘crude’’ death rate of the epileptics in the civil State hos- 
pitals was in excess of that of the patients in Craig Colony in the 
ratio of 1.2 to 1.2. The corresponding ratios for males and females 
were 1.1 to 1 and 1.4 to 1, respectively. Standardized death rates 
are not available for the patients in Craig Colony, but since the lat- 
ter are younger than those in the civil State hospitals, it is probable 
that correction for age would result in relative increases in the 
death rates of the nonpsychotie epileptics. On the basis of the 
present data, therefore, it is not certain whether the difference in 
the rates of mortality of the psychotic and nonpsychotie male epi- 
lepties is statistically significant. The much larger ratio in the case 
of the females makes it likely that the difference is reliable. 


CausEs OF DEATH 


A more detailed picture of the mortality among patients with 
epileptic psychoses may be obtained from a consideration of causes 
of death. These are shown in Table 5. 

TABLE 5. PRINCIPAL CAUSES OF DEATH AMONG PATIENTS WITH EPILEPTIC PSYCHOSES 


DyING IN THE NEW YorkK Crvit STATE HOSPITALS DURING THE 
FIscaL YEARS 1929-1931, INCLUSIVE 


Death rate per 


Number of deaths Per cent of total deaths 1,000 annual exposures 

Causes of death Males Females Total Males Females Total Males Females Total 
174 148 322 100.0 100.0 100.0 97.2 90.1 93.8 
Epilepsy 60 49 109 34.4 33.9 33.5 29.8 


Diseases of the heart 28 31 59 161 210 1835 156 189 172 
Pneumonia (all forms) 29 20 49 16.7 13.5 15.2 16.2 12.2 14.3 
Pulmonary tuberculosis 15 20 35 8.6 13.5 10.9 8.4 122 10.2 


Cancer (all forms).. 6 9 15 3.4 6.1 4.7 3.4 5.5 4.4 
Acute nephritis ...... 6 5 11 3.4 3.4 3.4 3.4 3.0 3.2 
30 14 44 17.4 9.5 13.7 16.8 8.5 12.8 


Epilepsy was the leading cause of death, a result which might 
have been anticipated. Deaths from epilepsy totaled 109, or 33.9 
per cent; the corresponding death rate was 31.7 per 1,000 annual 
exposures. Obviously this is a higher death rate than that found in 
the general population. It is of greater significance to contrast it 
with deaths ascribed to epilepsy among patients in Craig Colony. 
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In the three years ended June 30, 1931, there were 388 deaths in 
Craig Colony, of which 74, or 19.1 per cent, were deaths from epi- 
lepsy, a rate of 14.9 per 1,000 average daily resident population. 
Clearly, therefore, epilepsy is a far more frequent immediate cause 
of death in the civil State hospitals than among the nonpsychotie 
patients in Craig Colony. 

There were 59 deaths from diseases of the heart, representing 
18.3 per cent of the total; the death rate was 17.2. This is a much 
higher rate than that of the general population. When corrected 
for age, the two are in the ratio of 4.1 to 1. All mental patients in 
the civil State hospitals had a higher death rate from diseases of 
the heart than the epileptic group in the ratio of 1.2 tol. Diseases 
of the heart were a minor cause of death in Craig Colony, however, 
a result due in part to the age composition of the latter group. 
These diseases included only 3.6 per cent of the deaths in Craig 
Colony in 1929-1931, and represented a death rate of only 2.8 per 
1,000 average daily resident population. 

Pneumonia was the third leading cause of death among patients 
with epileptic psychoses. Such deaths included 49, or 15.2 per cent 
of the total, and represented an average annual death rate of 14.3 
per 1,000 exposures. With due consideration to age, this repre- 
sents a rate in excess of that of the general population in the ratio 
of 14.5 to 1. Patients with epileptic psychoses also had a higher 
death rate from pneumonia than all mental patients, the former be- 
ing in excess in the ratio of 1.7 to 1. Pneumonia was the leading 
cause of death among patients in Craig Colony. Among the latter, 
pneumonia included 19.8 per cent of all the deaths during 1929- 
1931, and represented an average annual death rate of 15.5 per 
1,000 resident population. This is only slightly higher than the 
corresponding death rate of the epilepties in the civil State hos- 
pitals, but in view of the age differentials the difference must be re- 
garded as significant. 

Pulmonary tuberculosis was the fourth leading cause of death 
among the epileptic population of the civil State hospitals. Deaths 
from this cause represented 10.9 per cent of the total deaths, and 
an average annual rate of 10.2 per 1,000 exposures. For constant 
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age, these patients had a death rate from pulmonary tuberculosis 
in excess of that of the general population in the ratio of 14.9 to 1. 
They also had a higher death rate from pulmonary tuberculosis 
than all mental patients in the ratio of 1.2 to 1. It is interesting 
to note that the death rate from this disease was higher among epi- 
leptics than among patients with dementia precox. Among the pa- 
tients in Craig Colony there were 50 deaths from pulmonary tuber- 
culosis in 1929-1931, representing 12.9 per cent of all deaths, and an 
average annual death rate of 10.1 per 1,000 resident population. 
This is almost identical with the corresponding ‘‘erude’’ rate 
among epileptics in the civil State hospitals, but the former is in- 
fluenced by a more favorable age distribution of the population. 


SUMMARY 


The average annual ‘*‘crude’’ death rate among patients with epi- 
leptic psychoses was 93.8 per 1,000 exposures. The male death rate 
exceeded that of the females. On the basis of standardized rates, 
the patient death rate exceeded that of the general population of the 
State of New York in the ratio of 7.3 to 1. The corresponding 
ratios among males and females were 7.7 to | and 7.3 to 1, respee- 
tively. Compared to the standardized death rate of all patients 
with mental disease, that of patients with epileptic psychoses was 
in excess in the ratio of 1.5 to 1. 

The mortality decreased prior to 35 years, but increased there- 
after. The ratio of the patient death rate to that of the general 
population decreased with age. 

Epilepsy was the leading cause of death, including 33.9 per cent 
of the total deaths. Diseases of the heart, pneumonia, and pulmon- 
ary tuberculosis followed in the order named. The latter death 
rate is especially noteworthy, since it exceeded that of the patients 
with dementia precox. 
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TECHNICAL APPROACHES USED IN THE STUDY AND TREATMENT OF 
EMOTIONAL PROBLEMS IN CHILDREN* 
Part Two. Ustne a Kyire Unper Certain DEFINITE CONDITIONS 
BY J. LOUISE DESPERT, M. D., 
RESIDENT IN PSYCHIATRY, PSYCHIATRIC INSTITUTE AND HOSPITAL, NEW YORK, N. Y. 
I. Introduction 

'To the child psychiatrist, as well as to the parent and educator, 
the problem of aggression is a fundamental one. A good percent- 
age of cases admitted to psychiatric institutions and child guidance 
clinics or seeking private treatment are concerned with aggressive- 
ness, expressed either directly, indirectly or symbolically. In a 
representative service, such as the children’s service of the Psy- 
chiatric Institute, 50 to 60 per cent of all admissions are diagnosed 
as primary behavior disorders: behavior is par excellence the 
means of externalization of inner drives in children, since psycho- 
motor activity is at this stage more organized than the mental and 
the affective. The remainder of cases belong chiefly to the neu- 
rotie and psychotic groups which for a large proportion are also 
problems of aggression. Organic cases also are not without an 
emotional element which colors and complicates the fundamental 
problem. Pathological aggressiveness may take many forms cov- 
ering a wide range of manifestations which vary in nature and in- 
tensity. They can be classified roughly as follows: 

1. Overt and direct expression, from the mildest anger to the 
most intense cruelty and even criminal attack when they are di- 
rected specifically at the object originally arousing the aggression. 

2. Overt and indirect expression, when the object is not identi- 
eal with that originally initiating the aggression (transfer of affect 
from one member of family to another). 

3. Expression more or less completely deviated from its orig- 
inal object, distorted or symbolic. This again shows a wide range 
from sulkiness and pouting to violent and apparently purposeless 
tantrums, willfulness, negativism, behavior disorders with neurotic 


*The authors wish to express their indebtedness to Dr. Clarence O. Cheney and Dr. L. E. Hinsie 
for having made possible the experimental study, described above, on the children’s service of the 
Psychiatric Institute. We also wish to thank Miss Ruth Stein, charge nurse on the children’s 
service, and her assistants, for their cooperation in an experiment, which by its novelty, interfered 
to some extent with the established routine. 
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traits, and a great variety of neurotic symptoms or syndromes, 
such as tics, stuttering, compulsive and convulsive states, anxiety 
syndromes. It is not within the scope of this paper to study how 
these various pathological reactions develop. The psychoanalytic 
and psychiatric literatures, through different approaches, offer 
ample data illustrating this development. Child analysts, (Melanie 
Klein, Susan Isaacs, Melita Schmidelberg) give a prominent place 
to aggressive impulses. 

One may conceive primary aggression in the child as a psycho- 
biological requirement of survivance and growth, which training 
and education in the successive environments (mother, family, 
school, social group) tend to inhibit and repress, and which, under 
various circumstances, must find indirect or symbolic channels of 
expression. 

‘On the other hand, it is recognized that a direct approach to the 
ideational and emotional organization of psychiatric problems in 
children is futile. Many indirect methods have been devised for 
the purpose of investigating, abreacting and sublimating aggres- 
sive tendencies. Play technique, spontaneous drawings, imagery, 
ink blot interpretation, study of phantasy through verbalization in 
story form, dramatization of aggressive impulses in acting, or re- 
enacting of emotional situations—these are but a few of the many 
methods. 

II. General Principles 

The method presently to be described is one more indirect ap- 
proach to the investigation, abreaction and sublimation of aggres- 
sive tendencies. 

The underlying principle can be briefly stated as follows: Human 
experience involves activity on three levels: neuromuscular, men- 
tal, affective. There is a close interaction between these three 
functioning levels. Activity may be minimal at any or several of 
them, but all of these levels are always involved. ~ Experience at 
any given moment cannot be isolated from previous experience. 
Whether expressed in terms of engrammes or any other theory it 
is reasonably certain that the connecting link is affective. For 
purposes of convenience, one may consider the whole functional 
constellation as a circuit which can be excited at any time, at any 
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point. Activation at the emotional level is a matter of common 
observation and experience: feelings of hostility initiate acts 
(motor expressions) of hostility . . . ‘* motion moves us, hence 
the word’’ (Sherrington). Activation through purely mental stim- 
ulus probably does not take place, since e:notion colors all mental 
operations. 

It seems reasonable to assume that stimulation at the motor level 
ot function should arouse the whole complex. What we are inter- 


ested in particularly is that it should arouse the emotional response. - 


Given a child whose problem is aggression, so repressed that it has 
no means of conscious direct expression, is it possible so to activate 
or reactivate the unconscious hostile feeling that it can no longer be 
held in abeyance? Is it not possible that it would thus lose its eryptie 
character and be more readily recognized and studied? If such a 
child be isolated, that is, placed in conditions most favorable to the 
play of phantasy, be given a knife and made to repeat a destruc- 
tive gesture for a certain time, should not the underlying wish to 
destroy or kill come to the fore? Experience shows that things 
happen exactly this way. Not only does the child’s aggressiveness 
come out in a more direct and intense manner, but its true signifi- 
cance and purpose are now more understandable to him. A child 
whose resistance to his emotional conflicts and repression rendered 
him difficult of approach and understanding, will now more readily 
bring these conflicts for recognition and discussion. Insight can 
thereby be gained. 
III. Description of Technique 

With the reservation that the longer the destructive process the 
more useful it will prove, it matters little what material will be 
chosen for purposes of destruction. A point of considerable im- 
portance, however, is how this material can serve the second phase 
of the method, a constructive one. For not only can the therapist 
avail himself of the opportunity to study the aggressive trends, but 
the patient can be given the opportunity to abreact these, wear 
them out by use, as it were, yet sublimate them as well and thus 
exercise his creative potentialities. (Problem of Sublimation— 
Freud and Jones.) For these reasons, the material selected in 
this experiment is cardboard. It is an endless task to reduce it to 
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a fine state by scraping and when a large enough amount is thus 
obtained, it is easy, with the addition of water, glue, flour, etc., to 
form a plastic mass from which any project can be elaborated. His 
project is the child’s own choice, so that the diversity of projects 
is remarkable. It is also remarkable how the reasons for selection 
are tied up with the unconscious strivings. After modeling has 
been initiated in the way just described, any other plastic medium 
ean be adopted, clay for instance. From this point on, the child 
can express his emotional trends, his phantasies, his repressed de- 
sires in any number of creative forms, and these ean be utilized for 
what one might call ‘‘free associations in a plastic medium.’’ Such 
associations are extremely productive and illuminating. The child 
has thus found a way of understanding himself, of working out his 
socially unacceptable feelings, but also of creating to his own 
fancy. Although projects which are individually chosen and indi- 
vidually carried out are preferable, group projects can also be 
worked out during the second, constructive phase. 
IV. How the Child Is Instructed 

The way to instruct the child is very important, as it is with any 
method, since a method carried out accurately in a general way 
but not on points of detail can thereby be useless. Detail in this 
case is especially stressed, because, as can readily be seen, the goal 
is not merely a matter of scraping cardboard, or other material. 
What matters most is what goes on in the child’s mind while he 
scrapes, what the child’s phantasies and associations are, what his 
projects, plans, and preferences will be. The child is taken to the 
room where the procedure will later take place; the physician takes 
up a sharp knife and discusses at length the difficulties and dangers 
involved in handling a knife, why knives are not allowed on the 
ward; in short, describes the responsibility incumbent upon a child 
who is given this sharp implement. The child feels challenged, as 
it were, by this introduction. On the other hand, while all children 
enter this activity willingly and even with enthusiasm, one is aware 
that there will come a time when they may become weary of it and 
from that moment it becomes a task; it represents something 
against which to rebel. We know that the child often rebels against 
whatever is imbued with authority, such as family, teachers, older 
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companions. The physician will find that at this moment, merely 
recalling his earlier warnings about the anticipated tediousness 
and lengthiness of the process will help reconcile him with it and 
once more give him an awareness of the challenge. 

The reason for his being isolated and locked in the room is then 
carefully explained to the child. He is told that while he can be 
relied upon to use the knife for scraping and only for that, he could 
not be made responsible for other children coming in and using the 
knife unadvisedly. As can be seen, this factor of sharpness and 
danger of the knife is used to the maximum. While it must be rec- 
ognized that in so doing a strong element of suggestion is intro- 
duced, this is not objectionable, since the affect and not the con- 
tent is suggested and is operated by arousing latent trends, rather 
than initiating them. 

Having then described in great detail the destructive phase of 
the method, the physician gives the child a picture of all the possi- 
bilities he will have, in the future, to make anything he wants: per- 
sons, animals, objects, ete. This should be done in a general and 
abstract way, giving as examples large categories of things, rather 
than specific ones. Owing to the suggestibility of the child it may 
happen that if the physician mentions a specific object, the child 
will readily take it up and the meaning of his ‘‘choice’’ will be al- 
tered. The epidemics of airplane or machine-gun-making observed 
in occupational therapy classes are explained by this suggestibility. 
Self-preoecupation may be so intense as to block the spontaneous 
plastic response, in which case any suggestion is quickly taken up 
and consequently will not be representative of the child’s inner 
mental trends. 


V. How the Therapeutic Method Is Carried Out 

The child is put in the room daily from one-half to one and one- 
half hours. Some anxious children should not be left alone for 
more than twenty minutes at a time. The ultimate goal, it is re- 
called, is to reactivate the aggressive tendencies as a means of 
studying them. During this phase of reactivation, the child is in- 
terviewed in the intervals of scraping periods rather than during 
the periods themselves. While it would be desirable to observe the 
child in the midst of his scraping activity, this is not attainable 
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without a special setup: one-way screen, for example. Observation 
of the child unknown to him would certainly contribute to the knowl- 
edge of the affect which accompanies the phantasies, but such 
knowledge can be obtained through the later accounts of the patient. 

The duration of the scraping varices with the different children, 
for reasons which will be later developed. It may be one month, 
it may be six months or more; meanwhile, the physician sees the 
child as often as possible, preferably immediately after the serap- 
ing period. If it is not possible to see him every day, two or three 
times a week will be sufficient for obtaining phantasy material very 
satisfactorily. 

The material is brought out both spontaneously and by ques- 
tioning. The types of question put to the child are as follows: 
‘*What does one do with a knife? . . . What can one do with a 
knife? . . . Suppose you could do anything you wanted, what would 
you do? . . . What do you think about while scraping? . . . What 
will you do with your scrapings? . . . What .would you do 
with them if you could do anything you wanted? . . . ete.’’ The 
answer to each question provides material for further questioning, 
leading on to phantasies about destructive cravings and activities, 
future projects, and so forth. 

With regard to the second phase of the method, the child is in- 
structed how to mix the scrapings with glue, water, flour. Still 
later, a demonstration is made by physician regarding clay model- 
ing, and this is the last step. Again it is necessary here to demon- 
strate form modeling in a general and abstract way, for instance 
how a convex or a concave surface is obtained. Physicians have 
observed repeatedly that if a child is shown how to model a par- 
ticular object he is prone to repeat it over and over, possibly be- 
cause the technical difficulty is no longer in his way. The question 
might be raised why the method here described is preferred to the 
direct use of clay modeling. There are two main reasons against 
this use: when clay is given for the first time to children, what they 
generally do is in the form of circular objects, elongated cylinders, 
all forms which are probably readable as phallic symbols, the fur- 
ther interpretation of which is difficult for the mind not trained in 
analysis. The second and most important reason is that when the 
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first destructive phase is omitted the arousing of destructive phan- 
tasies does not take place and this would deprive one of valuable 
material. The intermediate stage of mixing water, glue, ete., with 
the scrapings, that is, the initial step toward clay modeling, also 
provides an opportunity for smearing and one needs only to see 
the expression of delight of the children who indulge in it to realize 
that it satisfies an important craving in them. 

VI. What Happens During the Treatment. 

‘ 1. Phantasy and association material brought out during the de- 
structive phase: 

- (a) The mental content and (b) the associated affect must be 
considered under this heading. 

(a) The mental content is typically aggressive. The answers to 
questions enumerated above all reflect this. The child may make 
a positive statement about his wish to destroy or kill or he may, 
on the contrary, answer by negating a wish which is obviously in 
his unconscious. Typical answers to the question (‘‘What do you 
think about while scraping?) are as follows: Wal. . . ‘*That’s all 
I like to do, scrape the board. J would not harm people with a 
knife. I’d never get that angry that I would want to cut people.’’ 
Ber . . . ‘*I don’t really think of killing. I think of somebody else 
killing. I never think of me killing because I would go to prison 
and the electric chair. Myself I would not like to kill. Naturally 
thinking is nothing. You can think all you want. It does not mat- 
ter if you think of killing so long as you don’t do it . . . They can 
use the knife for scouting, cut wood—(hesitant at this point)—I’m 
thinking I can find nothing else—(hesitant again)—I could do 
something bad with it too, stab somebody. I could cut someone’s 
finger off too.’’ Cha. . . (At first would not answer then said), 
‘*Hit THEM and I remember one of the girls got so mad at Miss S. 
she wanted to murder her . . . (what do YOU do when YOU get 
mad?) I say dirty words back to them like: ‘you should only drop 
dead’. . . When I was doing the shaving, I thought the same way 
about cutting the bellies of the doctors except Dr. P. (How do you 
feel yourself about cutting the doctors’ bellies?) I feel terrible, I 
get frightened, I wake up dead.’*” Wil. . . ‘‘How I would killa 
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person if 1 wanted to, how I would hold the knife and all that—or 
throw a knite at somebody I have a fight with; I would like to beat 
them up but not kill them. I don’t hate anybody that much that | 
would cut them in little pieces. The people I don’t like I would not 
waste my knife blade on. I could slice people when I get mad at 
them.’’ Har... (What is a knife for?) ‘*To cut your head, to 
cut things to eat, cut yourself, cut the cardboard, kill other people 
if the knife is sharp enough.”’ 

There is constantly reeurring a theme which represents the 
crystallization of aggressive trends in a setting peculiar to each 
child, as for example, one child would like to injure a man or a 
younger child according as his hostility is direeted toward his 
father or a younger sibling. Often this is expressed symbolically 
in which case a theme recurs of large frightful animals whom the 
child associates by more or less devious ways with a feared par- 
ent, generally the father. It is this constantly recurring theme 
which offers an opportunity to study the underlying emotional con- 
flict. 

Death phantasies are commonly expressed especially by the com- 
pulsives: Cha. . .**In some way I drove all the nurses and doc- 
tors out of this place and we could do whatever we liked. . . I 
took a knife, a great big knife and I dreamt that even my doctor did 
not know I eut every doctor’s and every nurse’s belly. This is 
just adream.’’ Wil. . . like to think about death. It’s nothing 
to think about, maybe the kids think I’m crazy when I tell about 


spooky things . . . Believe me if I saw a skeleton walking about 
near me by night I’d faint. You would get scared too. . .”’ 
World destruction phantasies also appear: Har . . . in the midst 


of a tantrum, shrieks: ‘‘I want to kill the building, I want to tear 
it down. If you were small you would not like to stay in a room 
. . . L’d like to kill the walls of this hospital, I would like to tear 
it apart.”’ Wil. . . wants to ‘‘blow up the whole works.’’ 
Self-destructive phantasies, when expressed, accompany the for- 
mulation of aggressiveness (sado-masochism of Freud); for in- 
stance, Wil . . . says in one breath: . . . ‘‘Sometimes, I wish I 
was dead and you know if it was not for Miss S. (charge nurse) 
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Julius would have been slaughtered now.’’ See also Har . . .’s 
statement quoted above, ‘‘cut yourself, kill other people.”’ 

(b) The associated affect is to be carefully noted. It is revealed 
both by the patient’s statements and his appearance and facial ex- 
pression. The affect is either anger (hostility) or anxiety. One 
must ascertain that the anxiety is not due to the fact of being 
locked in a room (claustrophobia). A rapid pulse, and anxious ex- 
pression, beads of perspiration over the nostrils or other part of 
the face, terrified expression are among the more common mani- 
festations of the affect associated with the verbalized phantasies. 
Har . . . was once so angered in relation to the material thus ex- 
pressed that she rolled on the floor, shrieked, kicked the walls and 
exhibited what one would have to call a severe temper tantrum. 
Jos . . . showed evidence of anxiety (perspiration, tachycardia) 
while relating aggressive phantasies. Cha... made the following 
statement which is revealing, ‘‘I get chills running up and down 
my spine when I sit there . . . I got so excited when I used to take 
my play period I thought L’ll have to have a pack. . . I thought 
that if Mr. H. (nurse) does not come I’ll have to be dead . . .’’ 
This child had such severe attacks of anxiety following her scrap- 
ing periods that soon they had to be interrupted. 

2. Evolution of cases under treatment: The first and second 
phases will be considered in turn. 

(a) The first phase is usually coincident with an increase in 
symptomatology. <A destructive child will go through a transitory 
phase of increased destructiveness, a child who has manifested sad- 
ism will do the same; in two children with a respiratory tie the 
latter was markedly increased in intensity and frequency. Aggres- 
siveness is increased temporarily and the records invariably read, 
‘*Child distinctly more aggressive . . . more quarrelsome 
fights constantly, ete.’’ The expression of aggressiveness is toward 
people in the environment and the choice of substitutes for the 
working out of his hostility is revealing of the individual child; one 
may choose an elderly male nurse as a father substitute while an- 
other selects a female nurse as a mother substitute. There is fre- 
quently noted a return to earlier patterns of behavior: babyishness, 
(reappearance of monosyllabic language in a 12-year-old girl), 
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whining, sulkiness, pouting, attention-seeking, thumb-sucking and 
temper tantrums. 
~(b) The second phase marks the free spontaneous expression of 
wishes, fears, and the embodiment of the main cause for concern. 
Once again there is constantly recurring a theme, the significance 
of which the physician must make every effort to understand and 
correlate with objective evidence (anamnestic data) and the child’s 
spontaneous or other contributions. It seems that the child never 
tires of his theme. He expresses it in many forms: verbal, plastic, 
dramatic, ete. The mechanism of identification is clearly illus- 
trated here and explains how a child can dramatize the personage 
of his faney with such vividness as he displays. The concept of the 
theme is especially evident in the choice the child makes of his 
projects. Jul. . . who has a strong sense of guilt and anxiety de- 
cides to make a prison of clay and says, ‘‘That’*s where THEY are 
chained up, the prisoners I mean, there are two here and two 
there, they are both chained against the wall, the men put them 
there, the cops, they done something wrong, they shot somebody, 
they are going to stay there and then they go to the ‘lectric chair’ 
.”? Wil. . . insists on making a mask and associates with this 
an experience which he had when he was two years old. He was 
with his mother when some masquerader scared him. He recalls 
this experience with a great deal of affect, he has always been 
worried about this, wanted to know what was behind the mask, 
what was inside: ‘‘I was seared when I was two years old by a 
mask . . . for a long time I could not even put on a mask, I was 
afraid to see the inside. I was scared that the insides did not look 
the same as the outside (association with the insides). I see a box, 
a bottle, a bag, I don’t think of the insides of everybody because I 
only know what I have been told about it. Somebody told me that 
you have 30 feet of intestines—but I can tell you from a woodchuck 
because I have seen the intestines of a woodchuck . . . The wood- 
chuck that I saw was a she, the farmer told me that she was going 
to have babies.’’ He also associates the mask with the face of a 
dead priest, whose funeral he attended when he was about six 
years old. He relates this episode with a great deal of horror. 
Ber . . . chooses to make a truck and states, ‘‘I was afraid I would 
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get run over by a truck . . . my mother told me if 1 am not careful 
crossing the streets I might get run over and I would die.’’ This 
boy has since made innumerable trucks of clay and drawings of 
automobiles crashing, people being run over and dying, and the 
like. His whole problem is tied up with his mother and his first 
clay project was a large bust, a photograph of which is attached. 
Although he was not conscious at first that the bust represented his 
mother, the physical resemblance was unmistakable. There was 
even a suggestion of a lump on the left side of the neck (the mother 
has a lipoma). For about a month he worked on the bust, giving 
his attention to the minutest details such as making the nipples 
more pointed, rounding the volumes, asking if the physician thought 
the two breasts were equal, and so on. Finally, and almost reluc- 
tantly, he made the head. His attitude toward the breast is that, 
‘*Tt is disgusting and why should children take the mother’s milk.”’ 
Rob . . . chooses to make a boat and this is tied up with an earlier 
painful recollection, specifically the time when his mother left home 
for the delivery of a sibling. Prior to this the mother was in the 
habit of taking him daily to Central Park lake and this was one of 
his favorite diversions. Jos . . . whose emotional conflict is on the 
surface related to his mother but more deeply to his father, makes 
innumerable clay heads and figures of a fat man whom he associ- 
ates with his father, of men imbued with authority. Har... 
models nursing bottles, women’s breasts in great number and as- 
sociates this with her feeling of jealousy when the younger brother 
was nursing at the mother’s breast. She brings forth several mem- 
mories in relation to this painful affect. Shei . . . thinks about a 
project which is also distinctly her own. She plans to make a doll 
house where two sisters will live without their parents. She em- 
phatically states that she is the older of the two and adds in answer 
to a question about her actual sibling (brother) that she would 
choose to have a sister. Her problem, as ascertained by subse- 
quent productions, and her past history of hyperactivity, unman- 
ageability, attacks on younger children, ete., is one of sibling rivalry 
and hostility toward her mother. 

It is impossible to give more examples for lack of space but the 
diversity and specificity of the children’s projects are illuminating 
and significant. 
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The theme in any given case tends to perseverate until the emo- 
tional problem which it represents is worked out and the conflict 
is no longer present. Until then, there is but little variation; for 
instance, a new member may be introduced in the fancied family, 
another removed or replaced temporarily to permit the expression 
of a mood or transitory wish, but on the whole children hold on to 
the theme until some solution has been satisfactorily worked out. 

Gradually, after the initial increase in aggressiveness, asocial 
trends show a decline and children who have been very destructive 
will tend to improve. Recently, there were on the children’s service 
several extremely destructive boys who broke heavy pieces of fur- 
niture and window panes; the method of therapy described in this 
paper afforded an excellent means of alleviating the breakage. 
Whether the therapy provided only an outlet or formed a basis for 
the gaining of insight with subsequent amelioration is to some ex- 
tent inconsequential; the ultimate outcome was a marked decrease 
in destructiveness as proved by a comparison of the weekly repair 
lists.’ It is interesting to note also that as a rule children, even 
among the most destructive, do relatively little damage to the floor, 
walls and tables of the room during the scraping periods, certainly 
in no way comparable to the damage originally inflicted upon ward 
material. 

The writer wants to call attention to the fact that the evolution 
of the child’s behavior is not at all times an index of the therapeutic 
progress of the case. In fact, the child may become at first a much 
more difficult problem as regards group handling. There is needed 
a constant re-evaluation of all factors, such as the type of material 
brought, in the arousing of latent trends, the quality of associated 
affect, the degree and severity of the anxiety which accompanies 
the recollection of early painful memories, the sense of guilt, 
whether this be actual, retrospective, conscious, unconscious, ete. 
This holds true for any method in which the bringing forth of ‘‘for- 
gotten’’ memories and unconscious motives takes place. Besides 
this re-evaluation, special therapeutic attitudes are required, such 
as reassurance and interpretations of the child’s material. Sugges- 
tions and suggestive questions should be avoided except insofar as 
the child himself provided all the elements for such suggestions. 
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VII. How Insight Is Gained 


That this method provides an outlet for aggressive tendencies is 
unquestionable. One boy, taken away from his scraping, says, ‘‘If 
you want me to do that wood (used instead of cardboard in this 
case) you better let me out . . . one thing I know I have no time to 
swear when I do the work.’’ A girl took the habit of asking for an 
extra scraping period when she felt that she was getting angry 
either at a child companion or at a nurse. In this sense the method 
is not different from many others devised for such a purpose: ath- 
letics, rough games, etc. Re-living and working off of the feeling 
(abreaction) takes place as proven for instance by the observation 
of Har . . . who was accidentally seen sucking on her modeled 
nursing bottle, and numerous similar observations. 

However, one feature of this method which is definitely different, 
is the arousing of latent trends either in the form of phantasies or 
early recollections, and their accompanying affect. Especially are 
the early recollections illuminating. Sher. . . who wants to make 
a house as her own project talks about an imaginary home, an imag- 
inary family and then goes on to recall the time when she was hap- 
pier than she is at present and this was when her mother was away, 
when her brother was not born. She slips easily into further recol- 
lections, some of which are heavily loaded with hostility toward her 
mother. When asked to explain what made her think of a house, 
she says that she plays house at the hospital in which ease she is 
the mother and immediately proceeds to deseribe a close identifica- 
tion with her own mother. The identification is so close that she 
passes from the mother to the daughter role without apparent 
awareness of the transfer, such as when she describes the behavior 
of her faneied children in terms descriptive of her own behavior: 
‘““They would attack a baby, that wouldn’t be grown up. They 
would attack a lady, that wouldn’t be grown up (who does these 


things) that’s me. (Tell me . . . how would you act if you were a 
mother?) If they are bad to me, I am bad to them . . . (Just 


what would you do then?) Sometimes my mother makes me stay 
in the house because I am bad.’’ 

When the child comes to the stage of clay modeling, there takes 
place what might be called free association in a plastic medium. 
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When left alone in the room most children model innumerable ob- 
jects, people, all projects with a significance and a purpose. Thus, 
Jos . . . had stated that while scraping he was ‘‘only”’ thinking 
about the figures he might make out of his shavings ‘‘. . . The 
face of aman maybe . . . I think I will make a fat man (Why a 
fat man?) When people see a fat man they laugh sometimes don’t 
they? . . . My father is kind of fat.’’ Later he stated, ‘‘Sometimes 
when I feel mad at a person I like to have knives go into him . 
Into his nose and throat .”? (His father is a singer.) This 
boy made an endless number of policemen, ‘‘G-men,’’ Canadian 
mounted policemen, busts and heads of George Washington, Na- 
poleon, and others. When asked about these various personages 
he said, ‘‘They make the laws, they’re the bosses.’’ And later 
through a chain of associations, ‘‘Some children are bad and the 
father is the boss of the house and enforces the law at home . 
The father spanks the children and he is the boss . . . My father 
is the boss at home because he is stricter than my mother.’’ On 
the surface, his problem appeared to be related to his mother, 
rather than his father. It is reasonable to assume that he could 
not gain insight into his behavior unless he could attain an aware- 
ness of deeper purposes. Another boy models a rather grotesque 
and awkward figure and says it is ‘‘something like in my spooky 
dreams,’’ then relates the latter, in which a ghost, a ‘‘she’’ pur- 
sues him and frightens him. The mother’s rejection and the boy’s 
hostility against his mother, substantiated by other productions, 
are the features of importance here. Most of his plastie produe- 
tions are concerned with frightful figures, animals, humans, others 
altogether fantastic figures through which he works out his anxiety 
and guilt and verbalizes them. 

“In plastic representation, as opposed to the verbal or the emo- 
tional, the symbolism appears to be clearer and more easily de- 
eiphered.’ This should not be surprising since the first expression 
of the child is motor and the hand is organized for expression and 
relational functions before speech. Besides, language carries its 
own symbolism and this can be only an added factor of complica- 
tion. There is no question that in some of the cases studied by 
means of the method just described it was easier to reach a solu- 
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tion to the emotional problem than through the interview method. 
In the series of cases thus investigated there were several which 
had not responded to other approaches. 

VII. Projects Worked Out by the Patients 

These fall under two headings (a) individual projects and (b) 
group projects. 

(a) Individual projects: They show a great variety as to 
subject, form, degree of perfection in plastic realization, ete. In at 
least two cases talent for modeling was quite conspicuous. The 
photographs of two individual projects are attached. As can be 
understood for reasons given above each represents a nucleus for 
expression of phantasies, whose significance of the underlying emo- 
tional problem is revealing. 

(b) Group projects: A photograph is attached of a project 
worked out by eight boys. They chose to represent a farm scene 
with soldiers marching by. The haystacks are made of the pooled 
scrapings and the soldiers of cardboard. One need not elaborate 
on the symbolic meaning of soldiers. <A telling detail is seen in the 
soldier who is lying wounded with a bayonet planted through his 
chest and blood flowing down from the wound. While the external 
features (uniforms) are influenced perhaps by a film the boys had 
previously seen, ‘‘ The Foreign Legion,’’ their choice of the aggres- 
sive scene was entirely their own and preceded their acquaintance 
with the film. 


IX. Types of Cases Used 

Only 12 cases were so far submitted to this form of investiga- 
tion. Five of them were compulsive disorders, tour behavior dis- 
orders, one convulsive, one anxiety hysteria and one severe com- 
pulsive with schizophrenic features. Of these 12, the last one had 
such a severe reaction (anxiety attacks above referred to) that 
treatment had to be discontinued. 

The contraindications are of course the cases with suicidal im- 
pulses, cases where impulsiveness is very marked or combined with 
self-destructive tendencies and finally the children who are so awk- 
ward that they might injure themselves with a sharp knife. In- 
cidentally, a compulsive girl who had mild choreiform movements 
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of the fingers inflicted several superficial cuts to herself but soon 
learned to wield a knife without any difficulty and it is possible 
that the continued use of the knife improved her coordination. 

Substitutes can be used when there is danger attending the use 
ofa sharp implement. In one case, that of a very destructive, heed- 
less boy, raveling of material was preferred. This extremely rest- 
less and destructive youngster would by the hour pull apart threads 
with which he worked out a project of his own, namely the two- 
dimensioned representation of a garden. Other materials could 
be used, the tearing and ripping of which would satisfy the crav- 
ing and need of the child for destruction, but it is good to keep in 
mind that putting together again and creating represent activities 
not to be ignored. 
X. Results 

A complete and accurate evaluation of the method just described 
cannot be made at this time, chiefly because the number of cases is 
too small. The primary aim has been to accumulate data about the 
inner mental trends of children hospitalized for mental disorders. 
It is possible, however, to summarize the clinical material obtained 
thus far. “It can he said that in all cases, the children were pro- 
ductive and that their productions were of an aggressive character ; 
in all cases the affect was aroused and this was generally hostility, 
in several cases mixed with anxicty. The most productive cases 
were the compulsives. The desire to destroy, as expressed by the 
eagerness to use the knife, was also greatest with them. This was 
specially marked in a severe obsessive-compulsive case with schizo- 
phrenic features, a girl of 14, whose activity was almost inordinate 
in amount and the accompanying anxiety so severe that the activity 
had to be interrupted. The repression, as gauged by the failure to 
tie up phantasies and deeper motivation, as well as the inability to 
recall early memories was more marked with the compulsives. 
Whenever anxiety was a prominent feature of the symptomatology, 
improvement and gaining of insight were marked by the passing 
into an aggressive mode of behavior. This is in accordance with 
the observations of Griffiths, who states that ‘‘the overcoming of 
fear is effected by the evoking of its opposite or rather comple- 
mentary emotion of anger, and feelings of aggression.’’ Whether 
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the appearance of aggression is a secondary, compensatory mech- 
anism in the sense of Griffiths or is the reappearance of the initial 
aggression cannot be ascertained, but its presence in the course 
of evolution is unquestionable. There was a positive relation be- 
tween the degree of repression, the intensity of latent aggressive- 
ness and the duration of the reactivating phase. As a rule, no case 
showed an improvement that did not first find a release through the 
expression of aggressive trends, and gain insight thereby. Nine 
cases are considered improved. Although it is not possible defin- 
itely to relate improvement and therapy in all nine cases, since 
spontaneous recoveries, or recoveries from the mere fact of hos- 
pitalization are known to take place, there are at any rate five cases 
which for several months under different approaches were not only 
unproductive but also showing no improvement and in whieh in- 
sight and progress attained by the use of this particular method. 
XI. The Problem of Aggressiveness 

Whenever child psychoanalysts have treated the subject of ag- 
gressiveness they have stressed its importance, yet there is still 
relatively little written on the subject. Especially is this true of 
aggressiveness in normal children, and what is done to it by their 
environment. Pediatric notes are conspicuously lacking in such in- 
formation. Still, the earliest behavior of the child can be consid- 
ered an aggression and his psychobiological survivance and de- 
velopment dependent upon this aggression towards the environ- 
ment. David Levy has called attention to the insufficiency of suck- 
ing and lip movements in children with finger and thumb sucking 
as expression of neurotic tendencies. Baudouin writes, ‘‘ At the 
outset, the leanings toward cruelty are clearly associated with the 
digestive process. This is an extremely positive order of associa- 
tions, and one which may easily be traced in the kingdom of the 
lower animals.’’ The Freudian concept of oral sadism is recalled. 
It is evident that the aggression of the child is expressed first 
orally. Analysis of neurotic adults has shown the presence of these 
components which represent aggression or fixation at earlier levels 
of funetion. Yet, developmental histories of young children seldom 
give us information regarding this oral aggressive phase of the 
child’s evolution. Especially is the biting, the breast biting, omit- 
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ted; due probably to the mother’s own repression, it is seldom spon- 
taneously mentioned. This is an important field for investigation. 
Winnicott, in ‘‘Clinical Notes on Disorders of Childhood,’’ makes 
the observation that ‘‘it is common to find that infants who are 
subject to convulsions’’ (exclusive of toxic convulsions and convul- 
sions in which brain or meningeal inflammation or degeneration are 
present) ‘‘have been weaned during the first few weeks,’’ and he 
mentions several cases in which the aggressive act of biting the 
breast, when interfered with under traumatic conditions, such as 
severe anxiety reaction of the mother, precipitated the first of a 
series of convulsive attacks; in one such ease, removal of the inhi- 
bition (by repeatedly allowing the biting of physician’s finger) 
caused the disappearance of the fits. How the child’s initial ag- 
gression is handled, how much of this type of interference goes in, 
is difficult to ascertain. Much data fails to be obtained because of 
the mother’s own repression. In the course of study of neurotic 
children, this becomes quite apparent and numerous are the cases 
where this repression was brought out by the child’s recollection 
of ‘‘forgotten’’?’ memories upon which the parent was asked to 
check. The motor expression of the child’s aggression is not less 
important than that of sucking and biting. It is first carried out 
effectively by the hand. There is a close correlation between the 
grasping and sucking functions, as shown for instance by the re- 
appearance and reciprocal determination of grasping and sucking 
reflexes. The functional relation of hand and mouth need not be 
elaborated further. But what is of interest to us is that aggres- 
sive phantasies, the orality of which is noted even in this limited 
material, are so generally associated with hyperactivity and states 
in which there is a need for release from high levels of tension. 
Sehilder writes, ‘‘Every hyperactivity, every great muscle strain 
carries with it a great amount of sadism. In the epileptic fit we 
find a great hyperactivity of the muscles, some tonic tensions.’’ 
Are these changes in tonic tensions in the hyperactivity state ac- 
companied by the reawakening of the initial aggression, as seems 
to be the case with the biting in the epilepties? If so, this would 
be an important field of investigation. The careful study of early 
developmental histories of neurotic children and of control series 
should prove of value. 
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XII. The Problem of Sublimation 

Freud and his followers have reserved the term ‘‘sublimation’’ 
for the deflection of sexual drives toward a nonsexual goal. Ernest 
Jones writes ‘‘Sublimation concerns not so much the sexual desire 
as the individual components of the sexual instinct; it refers to the 
child far more than to the adult; it is an unconscious process not 
a conscious one; and it does not consist in a replacement.’’ It is 
to some extent indifferent whether one accepts the sexual connota- 
tion literally or whether one prefers, with Bovet and others of the 
Geneva school, to ‘‘apply the notion of sublimation to instincts 
other than the sexual.’’ 

We know that the children who, in this study, were destroying, 
smearing and modeling forms in clay were satisfying instinctual 
urges. Their delight and their activity as they engaged in these 
are witness to the need. Some of these children, at least two, have 
a definite creative ability and not only have they been encouraged 
to continue their work, but they also have been helped by our social 
service department in finding adequate club opportunities to this 
effect. While recreational therapy, as organized in many commun- 
ity centers, provides an outlet for otherwise idle, ofttimes delin- 
quent children, the question of adapting therapy to individual 
needs should not be left to chance. This opens a broad field of 
study. Ernest Jones in his chapter on ‘‘Sublimating Processes”’ 
puts the problem of cooperation between psychiatrist and educator 
in these terms: ‘‘If, then, it is agreed that the children who deviate 
from the average are to be relatively neglected, much as they are 
at present, it should be possible to devise educational methods that 
are best adapted for the more usual types of sublimation.’’ It 
seems, however, that from ‘‘the children who deviate from the av- 
erage,’’ such as neurotic children or behavior problems, a great 
deal can be learned regarding unsatisfied oral cravings. The child 
whose exhibitionism and craving for being the center of the stage 
(repeating an early situation) bring him into constant diffieulties— 
that child should be given an adequate, socially acceptable outlet 
for his exhibitionism. The same holds true with other infantile 
cravings. The experimental phase of this therapeutic adaptation 
could be carried out in conjunction with occupational therapy 
classes. 
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XIII. Conclusions 


1. Latent aggressive trends can be aroused by the repeated use 
of a sharp implement (knife) under conditions most favorable for 


the play of phantasy (isolation). 
2. Early, forgotten, memories of hostile nature are thus reacti- 
vated and phantasies of aggression brought to consciousness and 


investigated. 

3. The phantasies thus formulated are specific for each child 
and take the form of a theme in which the child tends to perseverate 
until he has found an adequate solution to his underlying emotional 
problem. 

4, With the material resulting from concrete destruction, pro- 
jects can be elaborated by the children, and these, again, reflect 
the nature of their theme. 

). While creative ability is an added advantage, the creative 
process in and of itself provides enjoyment to the child, 

6. Free associating with aggressive phantasies, recalled mem- 
ories and theme projects enables the child to gain insight into his 
deeper motivation. 
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HEREDITARY AND ENVIRONMENTAL FACTORS IN THE CAUSATION 
OF DEMENTIA PRAECOX AND MANIC-DEPRESSIVE PSYCHOSES 


BY 
HORATIO M. POLLOCK, BENJAMIN MALZBERG AND RAYMOND G. FULLER 


CuHapTer V (Continued)* 
Environmental Factors in Manic-Depressive Psychoses 
Serious DiskAses iN Lire 


It is difficult to attach any degree of precise relationship between 
a history of serious physical disease and a mental disorder many 
years later. In most cases the occurrence of the physical disease 
and the onset of the manic-depressive psychosis were not  suffi- 
ciently close in time to even suggest a causal relation. We are 
therefore limited to a statistical statemeut of the incidence of phy- 
sical diseases among this group of patients. The significance of 
such an analysis is weakened, however, by the impossibility of com- 
parison with satisfactory norms for the general population. 

It must be recalled that the data with respect to physical disease 
were not checked throughout by historical records, nor by clinical 
evidence. They are largely dependent upon the memories of the 
witnesses. This, it may be assumed, is reasonably accurate for the 
more important events of later life, but childhood events may be 
completely forgotten. It is of interest to note, therefore, that only 
14 of the 60 male patients with manic-depressive psychoses were 
reported never to have been ill. How many of these really had 
suffered from some of the common diseases of infancy and ehild- 
hood it is impossible to state. Four other patients had never been 
ill, except for such diseases as mumps and measles. The remaining 
42 male patients had been afflicted at some time with a serious phy- 
sical disease. Influenza was reported in 6 cases, and in 2 of these 
there was a suggestion of a relation to the subsequent mental dis- 
order. Pneumonia oceurred in 7 cases. Syphilis was reported 3 
times. Severe attacks of gonorrhea were reported in 2 eases. One 
patient reported a soft chancre. Other diseases were returned as 
follows: endocarditis, rheumatism, typhoid fever, arteriosclerosis, 


*The preceding sections of this chapter appeared in the PSYCHIATRIC QUARTERLY, Vol. X, No. 1, 
January, 1936, and Vol. X, No. 3, July, 1936. 
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bronchitis, colitis, malaria, and two cases each of appendicitis, ne- 
phritis and stomach ulcers. 

Of the 95 female patients with manic-depressive psychoses, 16 
were reported never to have been ill. This, however, is probably 
subject to the usual errors of memory. Sixteen other patients had 
never experienced any illness more serious than measles, mumps, 
whooping cough, ete. The remaining 63 patients had had serious 
illness of one kind or other. As in the case of the males, pulmonary 
disorders predominated. Thus, influenza was reported 9 times, 
pneumonia 5 times and pulmonary tuberculosis once. In addition, 
bronchial disorders were reported twice, and pleurisy three times. 
Other severe diseases experienced by this group were: arterioscler- 
Osis, syphilis, nephritis, typhoid fever, appendicitis, endocarditis, 
and myocarditis. 

ACCIDENTS 

In addition to the preceding lists of diseases, the patients with 
manic-depressive psychoses suffered from a variety of accidental 
injuries. As in the case of the diseases, however, it is impossible 
to establish a correlation between the accidents and the subsequent 
mental disorder. 

Of the 60 males, 12 reported accidents. These resulted from a 
diversity of causes, in which the automobile figured 3 times. In 2 
other cases there were falls from bicycles. In 2 cases the patients 
suffered injuries to hands and fingers because of blows from a ham- 
mer. In one case the patient was scalded, and in another he was 
injured by firecrackers. 

Of the 95 females, 13 had accidental injuries. One resulted from 
an automobile accident. In 7 eases the injuries resulted from falls. 
In 2 cases the patients suffered accidental burns. One was in- 
volved in a trolley accident, and another was thrown from a sleigh. 


DELINQUENT OR CRIMINAL RecorD 
There is no evidence that delinquency is, per se, a causative fac- 
tor in the manic-depressive psychoses. It is sometimes maintained, 
however, that the reverse relationship prevails. That is, it is sug- 
gested that a mental disorder results in delinquent or asocial be- 
havior. This relation may be tested by an examination of the data 
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with respect to the series of manic-depressive patients under analy- 
sis in this study. The first fact of significance is the complete ab- 
sence of any record of delinquent behavior among the 95 female pa- 
tients. In no case did they come in contact with the law for any 
reason, whatever, even of the most trivial nature. Among the 60 
male patients, however, there were histories of more or less serious 
offenses in 10 instances. In two cases the patients were arrested 
and sentenced for failure to support their families. Another pa- 
tient was guilty of arson, but received a suspended sentence because 
he testified for the State against his accomplices. Two patients 
were guilty of forging checks; in one case the forgeries occurred 
after the onset of the mental disease. Another patient was jailed 
twice for petty thefts. A seventh was jailed twice, first for the 
theft of a large quantity of lumber, and again for indecent speech 
on the streets. The latter occurred while the patient was in a psy- 
chotic state. In three cases the patients were convicted of minor 
offenses. In one case sentence was suspended after disorderly con- 
duct in a theater. In a second, the patient was arrested for shoot- 
ing off a gun in his cellar. He was released after spending a night 
in jail. A third patient stole a neighbor’s bicycle, but was released 
by the police upon its return. 

The complete significance of these data cannot be assessed with- 
out a comparison with the expected incidence of crime in the gen- 
eral population. Unfortunately, criminal statistics are not yet suf- 
ficiently standardized to furnish such norms. 


ALCOHOLIC oR DruGc Hasits 


Table 12 classifies the patients in accordance with their use of 
aleohol. 


TABLE 12. Use or ALCOHOL BY PATIENTS WITH MANIC-DEPRESSIVE PSYCHOSES 


Total 
Extent of use Males Females Number Per cent 
35 87 122 78.7 


JAN.—-1937—J 


3 

4 

j 

{ 
= = — 
| 


134 HEREDITARY AND ENVIRONMENTAL FACTORS 


Of the 155 patients, 122, or 78.7 per cent, were classified as ab- 
stinent and 17, or 11.0 per cent, drank moderately. Sixteen, or 10.3 
per cent, were described as intemperate. There was a marked sex 
difference, 13 of the 60 males being reported as intemperate, com- 
pared with only 3 of the 95 females. These indicate a higher preva- 
lence of alcoholism that occurred among all first admissions with 
manic-depressive psychoses to the New York civil State hospitals 
in 1930. Among the latter, intemperance was reported for 52 of 
453 males, or 11.5 per cent, and for 17 of 707 females, or 2.4 per 
cent. It is possible, however, that the higher rates for the present 
group of patients resulted from the more intensive investigation 
of their histories. 

DruG AppictTion 


It is important to note that no case of drug addiction was re- 
ported among either the male or female groups of patients. 


OccuPATIONAL Recorp oF PATIENT 


Occupation clearly furnishes one of the most important of the en- 
vironmental factors to which one is subjected. It not only occupies 
a considerable part of an individual’s time, but it determines, to a 
high degree, the kind of life one leads, the people one will meet, 
their mutual relations, and the limits within which one will be able 
to satisfy many of his material wants. Furthermore, many of the 
frustrations in life have their origin in failure to adapt to occupa- 
tional requisites, or in failure to advance in occupational status. 
Hlenee we shall devote the sueceeding sections to an analysis of the 
occupational history of our group of patients with manice-depres- 
sive psychoses. 

Ace at First EMPLOYMENT 


Table 13 shows the ages of the patients with manic-depressive 
psychoses at the time of their first employment. 

Of the 155 patients, the age at first employment was unknown in 
8 cases. An additional 18 were never employed, 16 of these being 
females who were supported either by their parents or husbands. 
Of the remaining 129, 4 went to work at 10 years of age or under, 
6 at 11 years, 7 at 12 years, and 7 more at 13 years, giving a total 
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TABLE 13. AGE AT FIRST EMPLOYMENT OF PATIENTS WITH MANIC-DEPRESSIVE PSYCHOSES 


Total 


Age at first employment (years) Males Females Number Per cent 
2 2 4 2.6 
3 11 14 9.0 
NOt 2 16 18 11.6 


of 24, or 18.6 per cent, who went to work before their fourteenth 
birthdays. Direct comparison with the corresponding general 
population is not possible, because of the lack of essential data. The 
Federal census of occupations taken on April 1, 1930, gives the 
present age of the gainfully employed but not the age at first em- 
ployment. According to this census, only 0.2 per cent of those gain- 
fully occupied in New York State on April 1, 1930 were under 14 
vears of age. With due allowance for the different measure, it is 
still probable that the patients include a higher proportion who 
went to work at a very early age, and that this is due in large part 
to the inelusion of the foreign-born, who were subject to less strin- 
gent laws with respect to employment of minors than existed in 
New York State. The age represented most frequently was 14 
years, which accords with the usual age at completion of elementary 
schooling, and the opening of legal avenues of employment. It is 
interesting to note that 41 of the 129 ascertained cases, or 31.8 per 
cent, secured their first employment after 16 years of age. 

The average age at first employment was 15.9 years. The aver- 
age ages at first employment were 15.2 and 16.4 years for males and 
females, respectively. It is interesting to note that there was a 
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larger proportion among males who obtained employment at ages 
under 14. Females predominated in the group beginning work at 
21 years and over, this resulting from their necessity in many cases 
of seeking employment after the loss of their parents, husbands, or 
other persons responsible for their maintenance. 


NATURE OF First EMPLOYMENT 
In the following table the type of employment is classified in aec- 
cordance with the main groupings of the general classification 
adopted by the United States Bureau of the Census in connection 
with the Federal census of 1930. 


TABLE 14. First OCCUPATIONS OF PATIENTS WITH MANIC-DEPRESSIVE PSYCHOSES 


Total 

Occupation Males Females Number Per cent 
15 6 21 13.5 
Forestry and fishing .......... 1 — i 0.6 
Extraction of minerals ........ 
Manufacturing and mechanical 

19 27 46 29.7 

Transportation and communication on 1 1 0.6 
8 8 16 10.3 
Public Service® 2 2 1.3 
+ 7 11 7.1 
Domestic and personal service.. 4 22 26 16.8 
Clerical occupation ............ 3 6 9 5.8 
Never worked ..........cseee. 2* 16 18 11.6 
2 2 + 2.6 


*Students. 


Manufacturing and mechanical industries included 46 of the 155 
patients. Domestic and personal service, and agriculture followed 
with 26 and 21 cases, respectively. Trade included only 16 cases. 
Among males there were two outstanding categories, manufactur- 
ing and mechanical industries with 19 cases, and agriculture with 
15. Among females, manufacturing and mechanical pursuits were 
closely followed by domestic and personal service. The female dis- 
tribution is affected by the total who never worked. This includes 
a number of married persons who should be classified as house- 
wives. 
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No comparison is possible with the general population, as there 
are no occupational data for the State covering the same period as 
that for the patients. 

able 15 shows the classification of occupations at the time the 
patients were admitted to the State hospital. 


TABLE 15. OCCUPATIONS OF PATIENTS WITH MANIC-DEPKESSIVE PSYCHOSES PREVIOUS 
TO ADMISSION TO STATE HOSPITAL 


Total 
Occupation Males Females Number Per cent 
10 1 11 7.1 
Forestry and fishing .......... 
Extraction of minerals ........ 
Manufacturing and mechanical 
re 29 7 36 23.2 
Transportation and communication 4 2 6 3.9 
9 6 15 9.7 
Public service 
4 7 11 | 
8 8 5.2 
2 3 5 3.2 
2* 16 18 11.6 
Unemployed 45 45 29.0 
*Students. 


The patients include 45 females who were unemployed at the time 
of admission to the State hospital. These represent a group of mar- 
ried women, who were occupied as housewives. In addition, there 
were 16 females who had never worked; and these also included 
some married women, working as housewives. Of the remaining 
94 patients, 36 were engaged in manufacturing and mechanical pur- 
suits; 15 were engaged in trade and 11 each were employed in agri- 
culture and professional pursuits. 

Some shifting of occupation is noted in comparison with the first 
job. Thus only 10 males were engaged in agriculture, compared 
with an original 15. Manufacturing pursuits, however, had in- 
creased from a total of 19 to 29. Comparisons among the females 
are obscured by the shifting to the group ‘‘unemployed,’’ accom- 
panying a probable change in marital status. 
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The occupations of the patients at time of admission to the hos- 
pital may be compared with the occupational classification of gain- 
ful workers in New York State in 1930. A marked difference is 
seen with respect to agriculture, which included 7.1 per cent of the 
patients and only 4.8 per cent of the general population. This is 
due to the fact that the patients come from a section of the State 
which is largely agricultural. Manufacturing and mechanical in- 
dustries, however, included 33.8 per cent of the gainful workers in 
the State, and 23.2 per cent of the patients. The former are also 
in excess in domestic and clerical occupations, but the significance 
of this comparison is marred by the fact that the patients include a 
large proportion of females who have never worked, or who were 
unemployed at the time of admission. 

In the following table there is a classification of the usual occu- 
pation of these patients prior to their admission to the hospital. 


TABLE 16. USUAL OCCUPATION OF PATIENTS WITH MANIC-DEPRESSIVE PSYCHOSES 


Total 

Occupation Males Females Number Per cent 
11 3 14 9.0 
Forestry and fishing .......... 
Extraction of minerals ..... 
Manufacturing and mechanical 

27 22 49 31.6 

Transportation and communication 3 1 4 2.6 
2* 24** 26 16.8 

60 95 155 100.0 

*Students. 


**Including 8 who were housewives and had never worked before marriage. 


The table shows that manufacturing and mechanical industries 
represent the largest occupational group, including 49 of the 155 
patients, or 31.6 per cent. Domestic pursuits and trade follow 
with 20 and 19 cases, respectively. Despite the rural nature of the 
environment from which many of the patients came, agriculture in- 
cluded only 14 cases. 
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There are some sex differences. Manufacturing and industrial 
pursuits included 27 males, or almost half of the total. Agriculture 
and trade followed with 11 and 10, respectively. Manufacturing 
and mechanical industries were also the leading pursuits among fe- 
males, but they included only 22 of the 95 cases. Domestic pursuits, 
on the other hand, were almost as prevalent as manufacturing, rep- 
resenting 20 cases. Clerical and trade pursuits included 10 and 9 
cases, respectively. 


Owing to the relatively small total of cases, and to the uncer- 
tainty with respect to the proper population to use as base, it is 
not possible to present rates of first admissions according to oc- 
cupation for the preceding group of patients. Some light is thrown 
upon this relationship, however, by an earlier study of occupation 
in relation to the manic-depressive psychoses. This study was 
hased upon an analysis of 5,325 first admissions with such psycho- 
ses to the New York State hospitals from October 1, 1909 to June 
30, 1917. The analysis showed that the rate varied widely in 
different occupations. ‘In agriculture, forestry and animal hus- 
bandry ; manufacturing and mechanical industries; trade and trans- 
portation, the percentage of male patients is lower than that of the 
general male population 14 years of age and over. In professional 
service, clerical service and domestic and personal service the per- 
centage of male patients is higher than that of the general male 
population . . . a disproportionate number of patients came from 
domestic and personal service. ‘The average rate of manic-depres- 
sive insanity is higher among employed women than among em- 
ployed men.’” 


Recreations, Use or Avocations OF PATIENT 

In discussing these activities during the childhood and adolese- 
ence of the patients, we found that the great majority indulged in 
healthful pursuits. In a few cases, especially among the males, 
there was a curtailment of recreational activities because of the 
necessity of devoting all available time to economic pursuits. A 
similar analysis of such activities in adult life shows that, on the 
whole, the patients have indulged in a normal amount and variety 
of leisure pursuits. 
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Information with respect to leisure-time activities was obtained 
for all but 2 of the 60 male patients. Of the remaining 58, only 
8 could be said to have had no healthy activities during leisure 
hours. Three patients were said to have had no leisure activities 
of any kind. Another spent all his time at home. Three had no 
social inclinations, and would stay at home and read. The eighth 
had once indulged moderately in sports, but for some time prior to 
his commitment had given up any leisure activities. Of the remain- 
ing 50 patients, all had interests of one kind or another that enabled 
them to break with their ordinary routine. ‘hese varied from par- 
ticipation in home parties to outside activities such as club attend- 
ance, frequentation of the cinema and theater, indulgence in a va- 
riety of sports, and occasional vacation trips. Most of the patients 
indulged very moderately in such activities, and the picture, on the 
whole, is similar to what one would probably find in any group of 
males drawn from the general population. Occasionally, however, 
one finds a highly extroverted type, as for example, an individual 
who was of a very sociable makeup, devoted to music, and a mem- 
ber of a glee club and of an orchestra. Another was fond of com- 
pany, enjoyed music and dancing, went on fishing trips and on long 
automobile journeys. 

Ot the 95 female patients, 94 were described with respect to 
leisure-time activities. Of these, 24, or 25.5 per cent, were said to 
have indulged in very limited recreational activities, or to have had 
no avocations. ‘This represents a higher proportion than that 
among the males, and results from the fact that women, generally 
speaking, are confined to the home more closely than males. Five 
of the women indulged in no recreational pursuits at all, limiting 
their activities to the home. In the other cases the women would 
attend the cinema at very long intervals, or would receive occa- 
sional visits, without returning them. In these cases the social 
activity was hardly sufficient to create a definite interest in other 
than the routine requirements of the home. Among the remaining 
70 patients recreational activities included participation in dances, 
eard parties, theater parties, and much visiting back and forth. 
Many of the women were also active church workers. 


HORATIO M. POLLOCK, BENJAMIN MALZBERG AND RAYMOND G, FULLER 14] 


Sex Recorp or PATIENT 


Modern psychiatry, especially that represented by the psycho- 
analytic school, lays great stress upon the course of sexual develop- 
ment and experience. Unfortunately our data are not sufficiently 
detailed to enable us to test such hypotheses. However, certain facts 
do stand out. In the case of the males there was no sex record in 
2 cases. Among the remaining 58, inquiries, more or less superfi- 
cial, could elicit no history of untoward events in 41 cases. In the 
other 17 cases, there were physical and psychological occurrences 
as follows: Seven males had a venereal disorder which affected 
their marital relations. In one case the patient was guilty of 
bestiality at the age of 14, and presumably worried over this for 
many years. In another case the patient pretended that he was ex- 
hausted by the alleged excessive sexual demands of his wife. An- 
other patient, a member of a family with close ties, quarreled with 
other members because of their objections to a girl he wished to 
marry. Three men carried on extra-marital affairs and it is al- 
leged that these caused mental worries as a result of remorse. In 
4 cases the patient worried excessively because of the use of con- 
traceptive devices. 

The sexual factor appears psychologically more potent in the 
ease of the females. In 21 cases there were some difficulties with 
respect to the sex life. In 4 of these there were sexual difficulties 
with the husband. In one of these cases the husband was sexually ab- 
normal and the patient left home after one year of marriage. In 
another the patient quarreled incessantly with her husband, because 
they had divergent ideas with respect to the desirability of having 
children. In a fifth case the patient contracted syphilis from her 
husband. Four women may be classed as sexually abnormal in 
one form or another. One was probably homosexual. Another 
was guilty of incest. A third was hypersexual. A fourth debauched 
young children. Abortions played a part in 2 eases, and fear of 
pregnancy was a factor in 3 cases. A patient was very resentful 
towards her husband because she became pregnant. In 5 cases the 
patient was guilty of illicit sex relations, 2 of them occurring after 
marriage. In another case there was difficulty with menstruation. 
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MaritTAL Recorp 


Of the 60 male patients, 16 had remained unmarried up to the 
time of first admission to the hospital, and 44 had married. Of the 
latter, 3 were widowers when admitted to the hospital and 2 were 
separated from their wives. This indicates a higher marriage rate 
among the patients than prevailed among the general male popula- 
tion in the counties of New York State from which these patients 
derived. On April 1, 1930 only 60.4 per cent of the males aged 15 
years and over were married.’ However, the difference is prob- 
ably a case of accidental variation in sampling, as all male first ad- 
missions with manic-depressive psychoses in the years 1929-193 
had a lower marriage rate than the general male population of the 
State. 

The marital relations had been very congenial in the cases of the 
three widowers. In two cases the wives died shortly before the 
onset of the mental disorder in their husbands, and it is believed 
that grief was an inciting factor. In one case of separation there 
was a long history of dissatisfaction. The patient’s wife was 18 
years his senior. Their married life was always unhappy as the 
wife did not like the patient’s family. The patient had been aleo- 
holic for several years. In the second ease, the wife left because of 
her husband’s constant addiction to aleohol. This oceurred 14 
years prior to the onset of the disease. 

Of the 39 male patients who were married at the time of admis- 
sion, 14 had an unsatisfactory marital history. In 5 cases the dif- 
ficulties were due to alcoholic addiction on the part of the patients. 
In one of these the patient, in addition, left his family for long 
periods. In another there was an additional cause of friction aris- 
ing from alleged relations of the patient with other women. Alco- 
holism was a disruptive factor in a sixth case, but this time it was 
the wife who drank to excess. The wife was the cause of marital 
discord in a seventh case, as she was openly immoral, and refused 
to take proper care of the home. In another case the wife became 
mentally ill, and the husband brooded over this. In two cases dis- 
cord arose over financial matters. In one of these, the wife sued for 
nonsupport. In the other the patient was exceedingly miserly, and 
would permit no social activities in the home. In two eases the hus- 
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band was very jealous, apparently without cause, and in one of 
these there was further aggravation, resulting from the interfer- 
ence of the patient’s mother-in-law. In the fourteenth ease, the 
earlier marital life was very uncongenial, as the wife suspected the 
patient of supporting another woman. 

Of the 95 female patients, 27 were single, 55 married, 10 widowed, 
1 divorced, and 2 separated. This represents a lower marriage 
rate than existed in the corresponding general female population 
aged 15 years and over on April 1, 1930.° All female manic-depres- 
sive first admissions to the New York civil State hospitals in 1929- 
1931 also had a slightly lower marriage rate than the general popu- 
lation, when age was taken into consideration. 

Of the 10 widows, 7 lived very congenial lives with their hus- 
bands. In 3 eases, however, family rifts appeared. One of these 
developed after the death of the husband, and was due to a quarrel 
with step-children over the heritage. In another case the husband 
was alcoholic, though it is denied that this caused any serious split 
in the family. In the third case, the husband carried on an affair 
with another woman, and when discovered this caused a permanent 
breach with the patient. 

In the ease of the divorcee, the ostensible reason was an affair 
of the husband with another woman. hut it is suspected that the 
wife sought a divorce in order that she might remarry. In the case 
of the separations, one resulted a year after marriage, because of 
the husband’s abnormality and inability to raise a family. The 
other was a case of desertion by the husband, he fleeing when it was 
learned he had infected his wife with syphilis. 

Of the 55 married female patients, 26 experienced marital diffi- 
culties. In 4 cases the husband was alcoholic. In another ease the 
husband was alcoholic, neglected his business and earried on affairs 
with other women. In still another case the husband was alcoholic 
and abused his step-son. In 2 cases there were financial difficulties. 
In 1 case the husband beat his wife. In 6 cases there were diffieul- 
ties owing to the psychological peculiarities of the patient or her 
husband. In 1 ease the wife was too fussy, and the husband was 
too critical. In another case the husband was lazy, without ambi- 
tion, and of an abnormal sex makeup. In a third, the wife was 


} 
a 

a 

| 4 
4 
| 

| 
| 

i 

a 


i44 HEREDITARY AND ENVIRONMENTAL FACTORS 


jealous and constantly nagged her husband. In 2 the husband was 
unduly jealous and quick tempered. In a sixth case, the wife was 
jealous without sufficient reason. In 2 cases the wife was adulter- 
ous. Difficulties with step-children arose in 2 cases. In 1 case 
there was a cooling in affection by both husband and wife; he sus- 
pected an affair on her part. In another case, the patient could not 
get along with her husband’s relations, and accused him of extrava- 
gance and carrying on with other women. Another patient was di- 
voreed from her first husband and quarreled constantly with her 
second husband. Another patient became irritable because of ex- 
cessive pregnancies and financial worries. In another case the 
patient had married a man much younger than herself, and worried 
over the possibility of a lack of judgment on her part. In another 
ease the husband quarreled constantly with his wife’s relatives 
over religious differences. In the final case the husband never went 
out with his wife as she made scenes in public. 


Reuicious Hasits AND ATTITUDES 


Religious experiences often contribute fundamentally to the de- 
velopment of the personality, and to a happy adjustment to the 
vicissitudes of life. The study of such relations presupposes, how- 
ever, a knowledge of something more than mere formal membership 
ina chureh. Unfortunately the deeper aspects of the religious life 
ean seldom be probed. Our data resolve themselves into statements 
of church affiliation and regularity of attendance at church services. 
However, though membership may in itself be nothing more than a 
formality, failure to attend church or irregularity in such attend- 
ance may imply a weakness in the intensity of religious emotions 
and experiences. From this point of view we may consider the re- 
ligious attachments of our patients. 

Of the 60 males, 36 were affiliated with Protestant churches. 
Among these were 12 Methodists, 5 Episcopalians and 4 Presbyte- 
rians. Other Protestant denominations represented were Luther- 
ans, Congregational and Baptist. The remaining 24 patients were 
Roman Catholics. 

Among the Protestant group regularity of church attendance 
was not stated in 4 cases. In 19 cases the patients attended regu- 
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larly and in 13 the attendance was irregular; included in the latter 
is a male patient, who was formerly a Roman Catholic, but 
who joined a reform Protestant group after his marriage. In 
the group of Roman Catholics, the attendance was not stated in 3 
cases. Among the remaining 21 it was regular in 15 eases, and ir- 
regular in 6; included in the latter is a patient who, though now a 
eommunicant, had not gone to church for 18 years. 

Of the 95 females, 60 were members of Protestant denominations. 
Among the latter were 17 Methodists, 10 Baptists, 7 Episcopalians, 
and 7 Lutherans. The Roman Catholic church included 35 of the 
female patients. 

In connection with the 60 Protestants, there was no statement of 
degree of church activity in two cases. Among the remaining 58, 
there was a history of regular attendance in 36 cases, and irregular 
attendance in 22 cases. Among the latter was a patient who was a 
Lutheran, but was preparing to join the Roman Catholic church at 
the request of the man she was to marry. Preparation for the 
change in affiliation was difficult for her, and caused her some dis- 
turbance. Among the 35 Roman Catholics, there was a history of 
regular church attendance in 29 cases, and of irregular attendance 
in) cases. There was no history in 1 case. 

Summarizing the preceding data we conclude that there is little 
that suggests a causal connection with the mental disorder, with the 
possible exception of a few isolated cases of sex experiences. On 
the whole, the developmental history, whether physical or social, 
does not indicate the presence of stresses lasting over long periods 
which culminated in a final breakdown. We are led consequently 
to a study of the experiences immediately prior to the onset of the 
mental disorder. In these may be the inciting factors which thus 
far have eluded us. We shall begin with the more general environ- 
mental factors at the time of onset. 


Was Patient Livine witH Parents at Time or Onset? 


We may limit this to the unmarried patients. The assumption 
is, of course, that unmarried people will normally be found within 
the group constituted by parents and siblings. Residence else- 
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where, that cannot be explained satisfactorily (i. e., employment 
in a distant state or city), may be an indication of a disturbed fam- 
ily situation. 

Of the 16 unmarried males, 10 were living at home with both par- 
ents. Of the others, 3 were living apart from their parents, sup- 
porting themselves in other cities. One patient was living with a 
sister. His father died when he was three years old. His mother 
was still alive, but living in Europe. Another patient lost his 
mother at 11 years of age, and was living with an aunt at the time 
of onset of the mental disorder. Another patient was living away 
from home; his father had died when the patient was 29 years of 
age, shortly before the onset of the disease. 

Of the 27 unmarried females only 4 were living at home with both 
parents. In 2 other cases there was a separation, though both par- 
ents were alive. In 1 of these, the patient maintained a home with 
her brother in a distant city, where both were employed. In the 
other case, the father had deserted when the patient was 11 years 
old, and she lived with her mother at the time of onset of the dis- 
ease. In 4 cases the mother had died. In 2 of these the patients re- 
mained with the father; one patient was aged 50 and the other 16 at 
the time of the mother’s death. In one case the patient lived by her- 
self, her mother dying when the patient was aged 41. In the other 
the patient lived with an aunt, after the death of the mother when 
the patient was aged 19. In 7 eases the patient had lost her father 
through death. In 5 of these the patient continued to live with the 
mother. The ages of the patients at the death of the father were 
respectively 28, 30, 18, 15 and 40. In 2 cases the patient lived alone. 
They were 7 and 53 years old, respectively, when the fathers died. 
In 10 cases both parents had died. In 6 of these the patients were 
living alone. Two patients lived with a sister. One had lost her 
father when she was 47, and the mother at 37. The other had lost 
her father when she was aged 17, and her mother at 36. In a third 
case, the patient continued to live with her brothers and sisters, 
after losing the father at 41, and the mother at 44. In the last case, 
the patient lived with a cousin, after the death of her father when 
she was 51, and of the mother when she was 48. 
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Was Patient Livinc with Husspanp or Wire at TIME oF OnsET? 

As shown elsewhere, 44 of the male patients had married prior 
to the onset of their psychoses. Of these, 3 were widowers and 2 
were separated from their wives at the time of onset of the disease. 
Two of the widowers were living with a daughter. The third was 
living alone. The 2 who were separated from their wives were liv- 
ing alone. The remaining 39 were living with their wives at the 
time of onset of the disease. The mere faet of living together is 
uot sufficient evidence of satisfactory mutual relations. 

Of the 95 females 68 had married prior to the onset of their men- 
tal disorders. These included 10 widows, 1 divorcee and 2 separ- 
ated cases. The divorced spouse was living with a sister. Of the 
2 separated from their hushands, 1 was living with relatives. Of 
the widows, 3 were living with children or other relatives. Fifty- 
five of the patients were living with their hushands at the onset of 
their mental disorders. 


CoMposiTIoN oF HovsEHOLD At TIME OF ONSET 

Of the 16 single males, 3 were living alone, away from home, 1 
was living with a sister, and 1 with an aunt and a sister. Of the 
remaining 11, 5 were living with their parents; 4 in households con- 
sisting of parents and siblings, and 2 with parents and other rela- 
tives. Of the 44 males married, divorced, or separated at the onset 
of the disease, 33 were living at home with wife and children. In 
» cases the household was complicated hy the presence of grand- 
children, siblings or other relatives. Two widowers were living 
with daughters. One patient was living with his wife’s relatives, 
and 3 were living alone. 

The 27 single females were living in households constituted as 
follows: Two were living with their parents. Three were living 
with their parents and brothers and sisters. In 1 case a patient 
lived with his father and siblings; and in 3 cases with mothers and 
siblings. In 1 case the patient and mother lived together and 
looked after boarders, and in another case the patient lived with 
her mother, sibling and other relatives. In 5 cases the patients 
lived with siblings, in 1 case with an aunt, and in 1 with a cousin. 
ln: 4 cases the patients lived alone away from home; and in 4 they 
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lived away from home because of employment. One patient lived 
with a friend. 

Of the 68 married females, 29 were living with husband and chil- 
dren; 19 with husbands alone; and 4 were living with husband, ehil- 
dren and other relatives. One was living with her husband in a 
boarding house. Ten were living with their children, 2 with sisters, 
and 1 with a brother. One lived with her parents-in-law, and one 
was employed as a cook away from home. 


Stratus or Parents at TIME OF ONSET 

Of the 60 males, 39 were full or part orphans at the time of the 
onset of their mental disorders. Of the 39, 19 had lost both par- 
ents. In the remaining 20 cases, 9 had lost their fathers, and 11 
their mothers. 

Among the 95 females, 50 had lost both parents, a higher percent- 
age than that of the male patients. In addition 14 had lost a father, 
and 17 a mother. In the remaining cases, both parents were alive, 
though this total includes 1 case in which the parents were sep- 
arated. 

In the absence of comparable statistics for the general popula- 
tion, it is impossible to determine the importance of orphanhood as 
a factor in the causation of mental disease. In some cases grief 
over the loss of a parent may act as an inciting factor. This will 
be considered in another section. 


Patient’s Status 1X HovuseHoup avr TIME or ONSET 

Of the 16 single males, 11 had no responsibility or authority as 
to the conduct of the household. They did not contribute to the 
maintenance of the home. One patient was unemployed at the time 
of onset and did not make any financial contributions. Another 
made irregular contributions. One paid board, and another helped 
support his mother. Only one of this group assumed full responsi- 
bility for the economic welfare of the home. Of the 44 married 
males, 34 assumed financial responsibility for the conduct of the 
home. Two of them shirked their responsibilities and merely paid 
board. Four patients made partial contributions from time to time. 
Two merely supported themselves. One permitted his wife to look 
aiter everything; another, a widower, relied upon others. 
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Of the 27 single females, 11 were said to have supported them- 
selves, but to have made no contributions to the home out of their 
earnings. Four had no responsibilities, not even to the extent of 
supporting themselves. Only one was completely responsible for 
the economie welfare of the household. The other contributed in 
part, either through housekeeping services, payment of board or 
other financial contribution. Of the 68 married patients, 51 were 
responsible for the care of the home and the children. Another, a 
widow, kept house for her sons. Of the remaining 17, 3 had no 
responsibilities of any kind, even leaving the care of the home to 
other individuals. Three patients, widows, lived with children or 
cther relatives, and contributed to the financial support of the 
home. Two other widows lived’with relatives and helped take care 
of the home. The remaining 8 patients were all financially inde- 
pendent, having self-supporting jobs outside the home. 


Economic Conpition or Faminty at TIME or ONSET 


In an earlier section there was a description of the economic 
status of the family during the patient’s childhood. The following 
tables correlate the condition in childhood with that of the patient 
at the time of admission to the State hospital. 


TABLE 17. Economic STATUS OF MALE PATIENTS WITH MANIC-DEPRESSIVE PSYCHOSES 


During childhood 


At time of admission Dependent Marginal Comfortable Total 
Dependent ] 1 2 

BOM en 42 18 60 


TABLE 18. Economic STATUS OF FEMALE PATIENTS WITH MANIC-DEPRESSIVE PSYCHOSES 


During childhood 


At time of admission Dependent Marginal Comfortable Total 
Dependent ......cccecccccccees 1 4 1 6 

1 57 37 95 
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Among the males only 12, or 20 per cent, were in comfortable cir- 
cumstances at the time of admission to the hospital, compared with 
30 per cent so situated in childhood. Among the females there was 
a similar decline in economic status. Thus 37 of the 95 females, or 
38.9 per cent, were in comfortable circumstances in childhood, com- 
pared with only 14, or 14.7 per cent, at time of admission to the 
hospital. There is a strong suggestion of a relation between the 
change in economic status and the onset of the mental disorder. 
The connecting link may be in the factor of worry associated with 
financial stress. This will be treated further in a later section. 


Dissension iN Home or witH NEIGHBORS AT TIME OF ONSET 


Among the 60 males there was no dissension with relatives or 
neighbors in 43 cases. In 17 cases dissension arose from a variety 
of causes. Alcoholisin on the part of the patient or some other 
member of the family was the principal cause of dissension. Inter- 
ference by the mother-in-law was a factor in 3 cases. Quarrels over 
financial affairs were factors in 3 cases. Temperamental incom- 
patibility was the cause in the remaining cases. 

Of the 95 females, 70 had satisfactory relations with relatives 
and neighbors, and 25 carried on quarrels of one sort or another. 
In 7 cases these were due to the presence of relatives (mother, or 
sister-in-laws) in the home. Alcoholic addiction on the part of the 
husband or son was a factor in 3 eases. In the remaining 15 cases 
there was a diversity of reasons for dissension. For example, the 
patient’s husband was jealous and quick-tempered. The patient 
worried about the behavior of a son. She quarreled with her hus- 
band because she smoked. Another was sensitive to fancied slights 
by her step-children. In another case the family objected to the 
patient’s remarriage, because the husband was too young. 


ReiaTions PATIENT AND PaRENTs at TIME OF ONSET 
There were 7 cases in which the male patient had difficulties with 
one or both parents at the time of the onset of the mental disorder. 
In one case the mother objected to the patient marrying a wife of a 
different religious faith. In a second case the patient felt he had 
been discriminated against in his father’s will, and he had quar- 
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reled with his mother because she would not lend him money. In 
a third case, the patient quarreled with his father, as the latter 
eould not get on with the patient’s wife. Ina fourth case the father 
had died, and the patient had lost contact with his mother who was 
in a State hospital. In the fifth case, the patient quarreled with 
his mother over contributions to the family income. In a sixth 
ease the patient had remained unmarried owing to his parents’ ob- 
jections. Inthe seventh case the parents quarreled with each other, 
and the patient supported his mother. 

Among the females there were 4 cases of strained relations with 
the parents. In 1 case the mother was dead, and the patient had 
nothing to do with her father as he was frequently intoxicated. In 
another case the patient was saucy and defiant toward both par- 
ents; she resented the fact that she had to pay for her board at 
home. In the third case the father had deserted the family and 
the patient was very attached to her mother. In the fourth case 
the mother was dead and the patient said she was not very kind to 
her father, a fact which she regretted after his death. 


RELATION BETWEEN PATIENT AND SIBLINGS 


Four of the male patients had no siblings. In the remaining 56 
cases, the relations were described as satisfactory in 54. Only 2 
cases showed any difficulties. In 1 the patient was unfriendly with 
his sisters as they thought he was unduly favored by the parents. 
In the other case the patient quarreled with his brother over his 
mother’s testament. 

In the ease of the 95 female patients, there were no siblings in 6 
instances. The relations with siblings were deseribed as normal in 
82 of the remaining 89 cases. In the 7 remaining cases, difficulties 
arose as follows. The patient and her sister were of different per- 
sonalities and rarely visited or corresponded. In the second ease 
the patient quarreled with 2 brothers, being ashamed of their mode 
of life. In the third case the patient was jealous of a sister who 
was in better financial circumstances. In the fourth case the pa- 
tient, though not antagonistic, was indifferent to her siblings. In 
the fifth case, the patient quarreled with her youngest sister be- 
cause of the latter’s friends. In the sixth case, the patient was ir- 
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ritable towards the siblings. In the seventh case the patient quar- 
reled and fought with all her siblings, except one sister. 


Rewations or Patient’ witH CHILDREN AT TIME ONSET 

Of the 44 married male patients, 7 had no children. Of the re- 
maining 37, the relations between father and children were de- 
scribed as cordial in 34 cases, and unfriendly in 3. In the latter, 
the dissension was due in each ease to the patient’s addiction to 
alcoholism. 

Among the 95 female patients there were 68 who had married, 
and of these 18 had no children. Among the remaining 52, the re- 
lations of mother and children were described as cordial in 40 
cases, and unfriendly in 8. In one case the patient was antagonis- 
tic to her daughter. In a second case, she tried to prevent her 
daughter’s marriage and did not speak to her son-in-law. In 2 
eases the patient was worried about a son. In 1 of these cases the 
son had been sentenced to a correctional institution. In the fifth 
ease, the patient favored her oldest son at the expense of the young- 
est. In 2 eases, differences arose through the relation of the pa- 
tient to step-children. In the eighth case, the patient was attached 
to her older children, but threatened to poison the baby because of 
his erying. 


CHARACTER OF NEIGHBORHOOD AT TIME OF ONSET 

Only 2 of the 60 male patients lived in neighborhoods considered 
unsatisfactory. One lived in a poor section facing the railroad 
tracks. The other lived in a thickly-settled residential section at 
a distance from parks and open country. 

Four of the 95 female patients lived in unsatisfactory neighbor- 
hoods. One lived in an old section of the city, opposite a coal yard. 
Another lived in an old apartment house in a poor residential dis- 
trict. A third lived in a factory neighborhood, and the fourth lived 
ona back street in the business section. 


CHARACTER OF COMMUNITY 
At the onset of the mental disorder 51 of the male patients were 
living in an urban environment and 9 in a rural environment. Of 
the 95 female patients, 77 were in an urban, and 18 in a rural en- 
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vironment. Thus 128 of the patients were living in an urban en- 
vironment and 27 in a rural environment at the time of onset. The 
corresponding percentages were 82.6 and 17.4, respectively. This 
is in close agreement with the corresponding distribution of the 
general population of New York State on April 1, 1930.4 It differs, 
however, from the distribution in the counties from which these pa- 
tients came. Among the latter, the urban and rural populations in- 
cluded 72.4 and 77.6 per cent, respectively. There thus appears to 
be a correlation between the rate of mental disorder and the degree 
of urbanization. 

A further picture may be obtained from a correlation of environ- 
ment in childhood and at time of admission to the State hospital. 


TABLE 19. ENVIRONMENT OF MALE PATIENTS WITH MANIC-DEPRESSIVE PSYCHOSES 


In childhood 
At time of admission Urban Rural Total 


In childhood 37 of the 60 male patients had lived in an urban en- 
vironment. At time of admission to the hospital the proportion 
had increased to 51 in 60. There was a corresponding decrease in 
the proportion with rural environment. 


TABLE 20. ENVIRONMENT OF FEMALE PATIENTS WITH MANIC-DEPKESSIVE PSYCHOSES 


In childhood 
At time of admission Urban Rural Total 


Among the female patients we see the same trend. Those with 
an urban environment increased from 48 in childhood to 77 at time 
of admission. Those with a rural environment decreased from 47 
to 18. 
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Our discussion of environmental factors shows the difficulty of 
determining causal relations. In part this is due to the element of 
time. A causative factor may have appeared years before the onset 
of the mental disorder, Not only is it possible to forget the exist- 
ence of such an event, but even when recalled, it is often impossible 
to retrace the steps which indicate the relation between cause and 
effect. Consequently the further back in time that the investigator 
may go, the more difficult is it to establish the genetie filiation. 
Events such as sexual traumas, or emotional shocks associated with 
deaths, are very clear and distinct when contrasted with such broad 
environmental situations as educational or occupational histories, 
economic status of the family, or the nature of the physical environ- 
ment. The correlations of such factors with mental disease are 
usually indirect, rather than direct, and to establish their existence 
it is necessary to have norms for a control series, or for the general 
population. Yet such essential and crucial data are almost entirely 
lacking. Hence we are forced to emphasize those situations which 
existed immediately prior to the breakdown, because the closeness 
in time, though not necessarily conclusive, is yet presumptive evi- 
dence of a psychological connection between the stimulus and the 
reaction. Such situations are sometimes seen in thwarted love af- 
fairs, financial losses, or death of a close relative. 

We must recognize the fact, however, that often a manie-depres- 
sive psychosis appears without any previous history of mental con- 
flicts. Our ignorance of causation in such cases may be enhanced 
by the absence of a history of mental disease in the ancestry. The 
following case is illustrative of the ‘‘spontaneous’’ appearance of 
the disease. The patient, a male, was the second of two children. 
He had a normal birth. His physical development proceeded with- 
out any untoward event. He made normal progress in school. He 
was brought up in a home with a very congenial environment, and 
was attached to his mother. After graduation from college he held 
several jobs for short periods, but finally entered his father’s em- 
ploy. There were no signs of any mental disorders until three days 
before his admission to the hospital, when he became overactive and 
restless. Upon the advice of the family physician he was sent to the 
State hospital, where he expressed delusions with respect to the 
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identity of various persons. Another patient was 45 years old at 
the first appearance of any symptoms of mental disease. Foreign- 
born, the second of six children, he came to the United States at the | 
age of 20, and was employed on a farm. He was happily married. 
He has not been very strong since he was operated upon for stom- 
ach ulcers and appendicitis. His disorder arose, apparently spon- 
taneously, about 10 days before admission to the hospital, when he 
began to fear that he was being pursued by devils, and dreaded the 
appearance of night. After admission, he improved rapidly and 
was soon paroled from the hospital. 

A third patient, a male, was 57 years old when his mental symp- 
toms first appeared. He was the oldest of 10 children, and went to 
work at the age of 11. He married at 27, and his married life was 
congenial. He had 6 children. About two weeks before admission 
to the hospital, he suddenly became very quiet. He then began to 
worry, needlessly in view of the facts, about the condition of his 
business, and about his duties as a school official. He was so de- 
pressed that hospitalization became necessary. The examining 
physician described him as a hard-working, over-conscientious man 
with little social outlet, and predicted a rapid recovery because of 
his fundamentally strong personality. 

It is possible, however, in studying the onset of the mental dis- 
order to note, in many cases, definite factors which accompany the 
outbreak of the disease. Generally the primary precipitating fac- 
tor appears to be an emotional conflict or the worry may be conse- 
quent upon the death or illness of a loved one, a friend or relative. 
It may be a result of financial loss, or loss of employment. Disap- 
pointment in love is often antecedent to a mental disorder. Some- 
times one notes a reference to a debilitating physical disease, which 
appears to have weakened the patient’s power of resistance. The 
following cases illustrate the effects of some of the precipitating 
factors: 

The patient was born in Italy, the younger of two children. His 
mother died when he was 15 years old. Ilis father remarried a 
year later and come to the United States, where he stayed three 
years and then returned to Italy. The patient lived with his step- 
mother during these three years. A short time after his mother’s 
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death he became sad and depressed and continued in that condition 
for several months. The patient was a poor mixer and had few 
friends. He came to the United States at 23 years of age, and mar- 
ried at 28. His married life was happy. About five years before 
the mental disorder, he bought a house for $9,000. He found him- 
self unable to meet the payments on the mortgage, nor to pay the 
taxes. He worried greatly about this, and could not keep up with 
his job. The depression grew in intensity, necessitating his com- 
mitment. 

Another patient worried about his home life, and sought advice 
concerning a divorce. He was worried by his wife’s admission of 
sex relations with other men. He finally assaulted her, and for 
fear that he might do worse things he went first to the police and 
finally to the home of his brothers and sisters. There he appeared 
confused and excited, and became unmanageable. 

In another series of cases, the causation differs from the preced- 
ing in that the inciting factor or factors occur not immediately 
prior to the onset of the disease, but over a long period of time. 
The effect appears to be cumulative. An example may be seen in 
the following case : 

When 40 years old the patient, a female, fell while at work in a 
factory, and injured the left leg. At the same time the menopause 
set in, and the patient became increasingly nervous. The leg in- 
jury seemed slight at first, but a vear later it caused much pain, 
and she was told that she had injured the knee-cap. The leg con- 
tinued to disturb the patient during the next eight years, keeping 
her awake at night and unable to do her housework during the day. 
Her husband’s earning capacity was reduced and they were unable 
to pay for nursing care. She had spells of depression, with at- 
tempts at suicide, which culminated in her admission to a State 
hospital. 

Speciric Factors 

A further view of the etiologic influence of environmental factors 
may be obtained from a consideration of the data in Table 21. The 
cases are grouped so as to contrast the environmental factors 
among patients with an unfavorable family history, those with an 
average family history, and those with a good family history. 
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We may note that there were no ascertainable environmental fac- 
tors in 36 eases, representing almost a fourth of the total. Follow- 
ing the usual classification these cases would be described as con- 
stitutional. The remaining 119 cases are ‘‘reactional’’ types. The 
principal ‘‘reaction’’ was to financial loss, loss of position, or other 
financial worry. This was reported in 34 cases. The death of a 
close friend or relative was reported in 19 cases. Sickness of a 
friend or relative was reported 12 times, giving a total of 31 cases 
in which worry concerning the health of another was regarded as 
of etiological significance. The physical illness of the patient was 
regarded as an etiological factor in 30 cases. Dissension in the 
home was reported 11 times. Dissensions arising from uncon- 
genial marriages were reported 11 times. In addition there were 
7 eases in which sex difficulties with the spouse were indicated. 
Disappointment in love was reported in 5 cases. Sex traumas in 
early life, deemed of significance in relation to the subsequent men- 
tal disorders, were reported in 4 cases. Worry over illicit love af- 
fairs was reported in 6 eases. Thus causes which may be grouped 
as sexual, were reported 22 times. If to this we add the 11 cases 
of uneongenial marriage, we find that worries over sex relations 
were exceeded only by the category of financial worries. 

There were 36 patients with an unfavorable family history. In 
such a group one would anticipate that heredity would play an im- 
portant, if not the leading part in the causation of the disease. Spe- 
cifie environmental factors would presumably be at a minimun. 
Yet in only 9 cases were there no ascertained factors other than 
heredity. The outstanding etiological factor was financial loss, 
which was reported among 14 of the 27 ascertained cases. Death 
or sickness of a friend or relative was reported in 9 eases. Dissen- 
sion in the family was a factor in 6 histories. 

Among the 41 patients with average family histories, there were 
10 for whom no ascertained factors were available in the histories. 
This is slightly less than the corresponding proportion among pa- 
tients with an unfavorable family history. Among the remaining 
31 patients in the former group, illness was reported as an etiologi- 
cal factor in 12 cases. Death or sickness of a friend or relative was 
reported 10 times. Financial loss was reported 8 times. 


4 

; 3 


FACTORS 


NVIRON MENTAL 


4 


AND 


HEREDITARY 


158 


LI 6 $8 Or 8 G 6 8 Il 
‘uontsod jo sso] ‘sso, 


[VIO], 


pood sesep 


| [BJO], 


SAMIR 


-IOABJUN ILA 


AYOLSIHE ATINVYA JO AMAL, OL ONIGHOODOY 


‘SASOHOASG HLIM SLNAILVG DNOWY SYOLOVY TVOIDOIOILY IVLNANNOWIANG 


|| 
q 
| | | 
| | 
| 
| | 
i} | | | 
| | | 
| 


JIORATLIO M. POLLOCK, BENJAMIN MALZBERG AND RAYMOND G. FULLER 159 


The largest group of patients consisted of those with good fam- 
ily histories. Among this group of 78 patients, there were 17 with 
no ascertained etiology other than heredity. This is slightly less 
than the ratios for the two preceding groups. Physical illness of 
the patient was again the leading factor, being reported 15 times. 
Death or sickness of a friend or relative was reported 12 times. 
Financial loss or loss of position was also reported 12 times. Dis- 
sension in the home was reported 10 times as an etiological factor. 

There appears to be significant sex differences in the relative dis- 
tribution of environmental etiological factors. Death or sickness 
of a close friend or relative was reported more frequently among 
females than males. Financial losses were also reported more fre- 
quently among females. Physical illness, on the other hand, was 
reported relatively more often among males. It is also noteworthy 
that combinations of etiological factors appeared more frequently 
among the female patients. Thus the 70 female patients with as- 
certained environmental factors reported a total of 120 such fac- 
tors, an average of 1.7 per patient, compared with a corresponding 
average of 1.4 for males. 

It is also of interest to note the distribution of environmental 
etiological factors among patients described as temperamentally 
normal (i. e., without any striking temperamental trait) and those 
who showed one or more traits such as seclusiveness, overactivity, 
depressed states, instability, ete. The data are shown in Table 22. 

There were 47 patients with no striking traits, among whom no 
ascertained etiological factors were reported in 8 eases. The his- 
tories of the remaining 39 patients showed a total of 67 such fac- 
tors, an average of 1.7 per patient. The leading factor was finan- 
cial loss which was reported 14 times. Illness of the patient was a 
factor in 13 eases. Death or sickness of a close friend or relative 
was indicated in 12 eases. 

Among the 108 patients with one or more abnormal temperamen- 
tal traits, 28 were without a history of any significant environmen- 
tal factors in the etiology. This is a higher proportion than that 
found in the temperamentally normal group, and may be associated 
with an unfavorable family background. For the remaining 80 pa- 
tients 121 environmental factors were reported, an average of 1.5 
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per person. The leading factors were financial loss, death or sick- 
ness of a close friend or relative, and physical illness, in the order 
named. Compared with the temperamentally normal group there 
were differences as follows: the latter were relatively in excess 
with respect to financial stresses, physical illness, and worries over 
the health of others, but the temperamentally abnormal group had 
a higher proportion of factors of a sexual nature. 

We have now concluded our survey of hereditary and environ- 
mental factors in the causation of the manic-depressive psychoses. 
It appears evident that the solution is far from definitive. We 
have been unable to find factors which are always associated with 
the mental disorder; nor have we found factors of which it ean be 
said that they are associated only with normal individuals. Even 
of hereditary factors we cannot speak with certainty. Our investi- 
gations support the thesis that there is a greater incidence of men- 
tal disease among the relatives of affected individuals than among 
the general population. Yet observation clearly shows that many 
individuals from heavily tainted families do not, and need not de- 
velop a mental disorder. On the other hand, there are affected in- 
dividuals in whose known ancestry no trace of mental disease can 
he found. Similarly with environmental factors. In some cases 
environmental etiological causes appear clear and certain. Yet 
other individuals subject to the same stresses do not develop a psy- 
chosis. Nor can we speak with certainty of the element of time. 
It seems as though mental stresses over many years are able to 
wear away the resistence of some individuals. Yet, in fact, it does 
not seem possible to show the existence of such long existing 
stresses among many who have developed a mental disorder, Just 
as frequent, and possibly more so, are the cases in which a mental 
disorder follows a short period of intensive stress. But we must 
also recognize that there are cases in whom the disorder strikes ap- 
parently without any warning. No untoward situation in the pre- 
vious environment can be isolated in such cases. Nor is there a 
tainted heredity. We gloss over our ignorance in such cases by 
terming them ‘‘constitutional.’’ 

It appears, therefore, that in a considerable proportion of cases, 
we are as yet unable to account for the development of the clinical 
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symptoms of manic-depressive psychoses. In the cases with his- 
tories of ancestral and family weakness we postulate a fertile 
ground for a mental breakdown, given in addition certain environ- 
mental stresses sufficient in number and intensity. Our evidence 
affirms, however, that a manic-depressive psychosis may develop 
even in a previously sound constitution. 

(In the succeeding section a series of representative case his- 
tories will be presented in detail.) 
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Elements of Psychology. By Knigur Duniav. The C. V. Mosby Com- 
pany, St. Louis. 481 pages, plus glossary and index. Price $3.00. 

After even the most cursory examination of this book, one could not close 
it without the conviction that psychology might well afford a readjustment 
of its terminology. Whether Dunlap is the man to lead this reform re- 
mains to be seen. There will be hosts of readers who will feel that they 
cannot share the author’s mechanistic point of view, but they will find it 
difficult to eseape agreement with his hard-driven, logical arguments on a 
seore or more of debatable issues. 

In his introduction the author exhibits a prodigious effort to reduce the 
whole matter of human reactions to its least common denominator. For 
him there ean be no ambiguity: psyche, the etymological ancestor of psy- 
chology, is subjected to minute scrutiny, as are mind and behavior. Regard- 
ing mind, for example, he says, after quoting no fewer than nine applica- 
tions of the term, ‘‘Many other usages are encountered. Obviously an'am- 
biguous term of this sort is not merely dangerous but positively damaging 
in scientifie discourse.’’ In other instances he rubs away the dross from 
phrases until only a shining, unmistakable meaning remains. Notes at the 
end of each chapter furnish résumés of argumentative points in the text. 

Wherever he comes to grips with psychoanalysis, Dunlap is a severe task- 
master. A paragraph on page 27 will elicit from the Freudian adherent 
a blush, not of embarrassment, but of chagrin: ‘‘In the psychoanalytie jar- 
gon which has become popular, the term unconscious is used in meanings 
which conflict with these above detailed. Since, however, no psychoanalyst 
has sueceeeded in eliminating from his theoretical expositions the meanings 
which we have given, and which are deeply imbedded in our common 
speech, the psychoanalytic usages merely introduce vast confusion and pre- 
vent clear thinking.’’ Unfortunately for the author’s generally fair and 
intelligent treatment of his material, he permits himself herein a lapse of 
truth. Let him be informed that psychoanalysis arose from personal contact 
with clinical experience and is by no means a variety of armchair philoso- 
phy. If he had tried to foree what he learned from his treatment of hys- 
terical patients into a hard and fast pattern, Freud would have blinded 
himself to what had been demonstrated. Psychoanalytie ‘‘jargon’’ is no 
more presumptuous than Dunlap’s own terminology. If the results of elin- 
ieal experience cannot be wedged into a preconceived pigeon hole of classi- 
fication, certainly the fault does not lie with the results. 
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It is plain to see, then, in the earlier chapters of this book that the author’s 
treatment of ‘‘maladjustment and readjustment’’ (Chapter XII) was fore- 
ordained. Your reviewer approached this section with the direst appre- 
hensions, and his astonishment was not so great to find established concepts 
of psychopathology tampered with, but rather to encounter such a mass of 
misinformation that the whole foundation of psychiatry would have to be 
rebuilt to conform with the author’s exposition. Space does not permit refu- 
tation and correction of the misstatements in detail, but your reviewer has 
the margins well annotated and can support his blanket rejection of almost 
the entire chapter. 

Praise is due Knight Dunlap for producing a text that will force the stu- 
dent to think. The material is not given in neatly wrapped peckages whose 
contents are to be accepted and absorbed without question. Each problem 
is worked out in argumentative fashion, the student being given more than 
a glimpse of conflicting viewpoints. In spite of the salvos directed at psy- 
choanalysis and the feeble treatment of the problems of mental disorders, the 
book is recommended, as a masterly presentation of academic psychology. 


Recollections of Richard Dewey. Pioneer in American Psychiatry. An 
unfinished autobiography edited by Ethel L. Dewey. University of 
Chicago Press, Chicago. 169 pages and index. Price $2.00. 

‘*His nature was a happy blending of courage and gentleness, of philan- 
thropic spirit and innate modesty, of humor and philosophy, of scientific 
thoroughness and artistic sensibility, and all his dealings instinct with the 
selflessness of the true gentleman.’’ This is a portion of the tribute paid to 
Richard Dewey by Dr. Clarence B. Farrar in his introduction to the book. 

Whether it would be said that American psychiatry grew up with Rich- 
ard Dewey, or he with it, there is the unmistakable feeling that both reaped 
extreme benefit from the association. Certainly the hand and mind of this 
pioneer is to be felt in many of the improved attitudes and practices of 
the treatment of mental disorders; and from his own pen we discern that 
his personal experience was vastly enriched by a career of service and hu- 
manitarianism. 

Charming, intimate glimpses in historical perspective lend the volume a 
vigor that would be hard to find in more detached accounts of the develop- 
ment of psychiatry. The early years, etched against the background of the 
Civil War, are indicative of the breadth of interests with which Dewey was 
endowed. General store clerk, ‘‘amateur pharmacist,’’ were positions that 
he filled before his entrance into Hamilton College, at which time he heard 
Elihu Root deliver his oration as valedictorian of the class then being grad- 
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uated. Family removal to Michigan altered the scene and subsequent to this 
we read the ‘‘experiences of an American volunteer assistant surgeon in 
the Franeo-Prussian War, 1870-1871.°’ At the conelusion of these experi- 
ences, landing in New York he found a letter offering a position in the State 
Hospital for Mental Diseases at Elgin, Illinois. 

At this point began Dewey’s 22 years of inestimable service to the state 
of Illinois in treating and earing for the mentally afflicted at Kankakee. 
The period following the termination of this chapter in his life is pieced to- 
gether from the unfinished part of his manuscript. Rather modest treat- 
ment is made of his 25 vears at the Milwaukee Sanitarium in Wauwasota, 
Wisconsin, which under his guidance became a model institution of its 
kind. An engaging account of the development of psyehiatry both in the 
United States and abroad, with remarks on Pinel and Tuke, occupies sev- 
eral pages. The unsavory episode in conflict with Altgeld is diseussed, with 
further remarks on the hardships endured by Dewey’s suecessor, Dr. S. V. 
Clevenger. 

A list of papers by Riehard Dewey econeludes the book, which is worthy 
of thorough reading by all who wish to add to their knowledge of the chang- 
ing picture of psychiatry. 


New Light on Delinquency and Its Treatment. By WitLiAm HEALy, 
M. D., and Aucusta F. BronnEr, Ph. D. Yale University Press, New 
Haven, 1936. 224 pages and index. Price $2.50. 

This volume constitutes another report of research conducted through the 
Institute of Human Relations of Yale University. It maintains the high 
standard of previous publications, one of which, Criteria for the Life His- 
tory, was reviewed in this journal last July. 

That delinquency is not an end in itself is recognized by intelligent per- 
sons. The particular contribution of the authors of this work is a reorien- 
tation of approaches to the significance of delinqueney. The scope of the 
study is outlined in a chart which may be reduced to the following gross 
figures: 133 families studied, 674 members of families worked with; de- 
tailed studies made of 145 nondelinquents, and 154 delinquents; 143 of the 
delinquents accepted for treatment. Comparisons were based on 105 con- 
trols who were paired with 105 delinquents. Samples of some of the ques- 
tions answered in the study are: Why has a comparable sibling in the same 
family not been delinquent? Through comparison does the delinquent ap- 
pear to be a deviate, or is he the more normal individual? Has he had dif- 
ferent conditioning experiences; has he in any way stood in a special rela- 
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tionship to his parents? Has he been in contrasting situations outside the 
family life? Has he had a different health history ? 

Case histories and comparative material are given in detail and are al- 
ways pertinent to the problems under consideration. The treatment of 70 
cases that revealed emotional difficulties was psychotherapeutic. The large 
amount of time devoted to such treatment is evidenced in the statement on 
page 144: ‘‘Nearly a third of the eases had ten or more psychiatric inter- 
views and with some who were found to be suffering from deep-lying men- 
tal conflicts or who had chronieally exhibited difficult conduct trends the 
psychiatrist spent much time, indeed, fifteen of the cases had from 25 to 75 
interviews.’’ Naturally an appreciable amount of the treatment was di- 
rected at the family unit, parents being accorded attention under five 
heads: medical, economic, educational, social and psychiatric treatment. 
The authors say, ‘‘It is perhaps sufficient to say that not only scores but 
hundreds of hours of service have been given to not a few families in our 
endeavor to do as good a job as possible . . . Much effort was made to 
win them over to realization of their own needs and urges that they might 
see and act upon the possibilities of remedying their own attitudes which 
had been unfavorably affecting the delinquents’ conduct trends. ”’ 

The study is far from superficial, dynamic concepts of personality being 
used for interpretation of the delinquencies. The last chapter, ‘‘ Practical 
Implications,’’ contains a comment on juvenile courts that is worthy of at- 
tention. All in all, knowledge of and attitudes towards delinquency are 
enlarged and enhanced by this splendid work. 


Abnormal Personality and Time. By Nariuan Israeui, Ph. D. The 
Seience Press Printing Company, Laneaster, Pa., 1936. 123 pages. 
Price $2.50. 

What is the relative significance to you of the past, of the future, of the 
present—the now and here? Would vou classify yourself as an antevert or 
retrovert? The interest of the individual in time relations may be thought 
as related to age periods largely; the youth who is preoeceupied with his 
visions of things to come, the adult intent upon the accomplishments of the 
day, or the old man who dwells upon his youthful days ‘‘and remembers 
not yesterday.’’ 

A moment’s reflection will make clear that this formulation is hardly 
true at all and that individuals differ as to the extent to whieh they are 
emotionally concerned with the three periods. When the inquiry extends 
into the field of morbid mental phenomena it is seen that time and space 
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preoccupations are outstanding. The instances available are not only of 
disorientation met with in the deliriums and in senility, but the psycho- 
path, the melancholiae and the schizophrenic are often found to be time- 
conscious. 

Dr. Israeli has studied the incidence of references to time in the spon- 
taneous speech and writings of patients passing through various psychoses. 
His papers upon the subject were the first to appear in English, but Janet, 
Minkowski, Stearns and others have reported observations. The material 
of the monograph was collected in part from studies made by the author 
of ease histories at the Worcester (Mass.) State Hospital and abroad. For 
a time he oeeupied the position of research assistant at the Bethlem Royal 
Hospital. The book will be of interest to psychiatrists who are philosophi- 
eally-minded ; it contains but little that has direct application to the inter- 
pretation of psychiatric trends. As a perspective of a large field hardly 
touched as yet by the clinician it is suggestive of lines of investigation yet 
to be pursued. 


The Art of Treatment. By WiiLiAmM R. Houston, A. M., M. D., F. A. 
C. P. The Maemillan Company, New York, 1936. 725 pages and 
index. Price $5.00. 

A timely book. Too little is available in one volume which deals with 
the subject broadly. Treatment of disease is an art founded first upon the 
conception that the patient is a dynamie organism functioning at all the 
levels of integration and second, upon as exact knowledge as may be gained, 
of what support and assistance the organism requires in carrying on its 
struggle to return to equilibrium. The author gives expression to this con- 
ception in his preface: ‘‘A very great difficulty is in getting to know the 
man that has the disease; to understand his environment and with what 
‘motions he reacts to it; to know the psychobiology of the individual.’’ An 
author who undertakes to write on therapeuties with this goal in view 
would be expected to deal with his topie with breadth of seope, and under- 
standingly. This, in the main, is what one finds in The Art of Treatment. 

It is, therefore, not surprising to find that more than one-third of the 
book (277 pages) is devoted to psychotherapy. 

Dr. Houston has illustrated his method with actual ease histories pre- 
sented in sufficient detail that his contact with patients, his handling of 
situations which eall for tact and diplomacy, can be followed and readily 
comprehended. His method of treating organ neuroses, gastric, cardiac, 
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et al, is admirably portrayed. The style is lucid and the text can be read 
with ease and interest. 

What the author has to say to the medical student and the little-experi- 
enced graduate, of the danger of meddling with psychoanalysis, is com- 
mendable. Without first having received adequate training under a com- 
petent advisor, to undertake analysis is as dangerous as to attempt intricate 
surgical procedure with no other instruction than reading in books. If the 
author had stopped at this point, or after an unbiased presentation of the 
controversial topic, only praise could be offered. But he has more to say. 

We read that Dr. Houston himself did some twenty years ago embark 
upon Freudian analysis after reading Freud’s works in the original German 
text. He calls his method ‘‘ psychoanalysis,’’ but it is obvious from his re- 
port of the ease that he did not penetrate below the conscious level, nor was 
a deep analysis called for in the ease described, and though a eure was 
achieved, his procedure was only a form of psychotherapy. All that he did 
was accomplished through the transference which he gained. He must, 
however, be credited with now having in retrospect some insight into his 
‘*nsychoanalysis,’’ for he ealls it a hoax, but repeats that it was psycho- 
analysis. 

The reviewer could pass over this naive recital and the touching tale of 
the author’s vexation over the nonpayment of his fee, with an indulgent 
smile (sinee he abandoned it forthwith) did he not launch into a general 
condemnation of psychoanalysis as a therapeutic measure and as a system 
of psychology. He ealls it ‘‘pure piffle,’? and quotes at length what he 
imagines a French neurologist might say if questioned. Perhaps Dr. Hous- 
ton did not hear that at the last annual meeting of the American Psychiatrie 
Association, more than 25 years after the ‘‘piffle’’ was formulated, Profes- 
sor Freud was, without a dissenting voice, eleeted to honorary membership, 
and only a few world figures share that honor. It is recognized by members 
of the association that psychiatry has become dynamie and fruitful through 
the recognition and understanding of unconsciously motivated impulses 
manifested in behavior. speech and thought. Without this concept hallucina- 
tions and delusions would have remained unintelligible, as they were in the 
nineteenth century and the origin of morbid apprehension and anxiety 
would not be suspected. 

It is hoped that in a second edition of this book, which is confidently pre- 
dicted upon its inherent merits, the author will rewrite portions of this sec- 
tion and purge himself of prejudice and bias. 
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Music in Institutions. By WitieM VAN DE WALL, assisted by CLaRa 
Maria LiepMANN. New York. Russell Sage Foundation. 1936. 457 
pages. Price $3.00. 

Based upon a number of obviously enthusiastie years of practical experi- 
ence with institutional music Dr. van de Wall, sponsored by the Russell 
Sage Foundation, here presents a handbook of the subject. It effectively 
refutes the oft-heard deprecation that music simply provides an agreeable 
baekground or ‘‘higher form of amusement,’’ by reference to experimental 
work and actual results. Methods, attitudes, contraindications and mate- 
rials are specifically outlined. As Dr. Hamilton remarks in his foreword, 
this subject, not unlike medicine and engineering in their beginnings, is 
passing through its period of empiricism and now is emerging as a formu- 
lated conception in the present volume. The reviewer found it somewhat 
repetitious but assumes that such was necessary to establish similar premises 
in subsequent sections. The essential thesis proposes that musie may be em- 
ployed as a dynamie factor in emotional and social reedueation of institu- 
tional patients, over and above its recreational values. The material is pre- 
sented in five sections dealing respectively with: the funetion of institu- 
tional musie, its aims and seope, organization of activities, the institutional 
music worker, and administration. An appendix entitled The Function 
of Musie in the Department of Welfare of Pennsylvania, an extensive bibli- 
ography, and an apparently inclusive index complete the volume. Dr. 
ran de Wall was assisted in its preparation by Dr. Clara Liepmann of 
Berlin. 

The author states at the outset: ‘‘Through the stimulus of musie, pleas- 
ant sensations and moods are created; the mind seems disposed to dwell 
upon and to express emotional recollections and desires; and listeners as 
well as performers often reveal unconsciously the conflicts of their inner 
life . . . Through memory and associations the mind, even in persons not 
called musieal, is led to oceupy itself with thoughts and experiences other 
than those of every day.’’ The actual asocial elements in institutional life 
are detailed and the various factors of music-making particularly, as an 
antidote thereto cited. Thus musie ideally aims to develop, restore, pre- 
serve, and prevent the breakdown of such potentialities and energies as are 
not utilized by inmates in their daily routine. Further from the standpoint 
of ego-satisfaction it enables the patient to have, in the midst of regimen- 
tation, at least a transient ‘‘ private life.’’ Responses to musie are classified 
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tual and associational. It is held that in emotionally immature individuals 
musi¢e work may provide the means to extend intellectual control over other 
fields by introducing intellectual occupation with affectively accentuated 
problems. Untoward results and their correction are stressed, especially 
the possible fostering of dereistie thinking. The writer most wisely coun- 
sels that artistic goals should be subordinated to the social-edueational goals 
of the institution. Interestingly enough it is emphasized that results in this 
field demand actual work and that participation by patients should be con- 
sidered as such and not as a privilege. Finally it should be stated that Dr. 
van de Wall includes music, drama, and the dance under the broad field 
of institutional music. 

Part Two makes it plain that this form of group therapy is applicable to 
all types of institutional patients from the normal and abnormal child, the 
physically infirm, to the psychotie or asocial adult. Aims, limitations and 
the scope for each group are outlined precisely. With reference to the 
psychotie the following may be quoted: ‘‘Once a patient responds in a 
desirable way to musical stimuli, one ean begin simple forms of edueation 
by encouraging him to occupy himself with this pleasurable activity . 
The musical arts are valuable for mental treatment because they may be 
enlisted for the redirection of tendencies and thinking that have been seek- 
ing emotional satisfaction on pathological and asocial levels . . . In some 
instances participation of an inmate in musie serves the purpose of reveal- 
ing his mental condition; in others it is an instrument for his social eduea- 
tion. Finally, in certain instances, it is applicable as an analytical stimu- 


lus.’’ 


Dr. van de Wall feels that it is particularly useful in the functional 
group. This reviewer allows himself to remark parenthetically that he was 
cheered to find the lowly harmonica held in much esteem by the author. 

As implied above, Parts Three, Four and Five, dealing with organization, 
the worker and administration are technical and seem a full and practical 
exposition of the subject. It should be noted that the simplicity and rela- 
tively low cost of equipment and material are stressed throughout, and in 
discussing qualifications for the worker the author aptly remarks: ‘‘It is 
sometimes hard for one who has a rausical type of mind to be objective in 
his relations to others.’’ 

The book is recommended to all interested in social treatment particularly 
those engaged in the care of institutional patients, and the reviewer perhaps 
may be permitted to voice the hope that Dr. van de Wall’s conclusions may 
be more extensively verified. 
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Family Behavior. <A study of human relations. By Bess V. CUNNING- 
HAM, Ph. D. W. B. Saunders Company, Philadelphia and London, 
1936. 453 pages, plus index. Price $2.75. 

For the better or for worse, the family is an inseparable unit in the woof 
and warp of our social fabric. To take it for granted without trying to 
understand its peculiar influences upon human reactions is to restrict seri- 
ously one’s perspective of man’s problems of behavior. Psychiatrists know 
too well that certain types of families provide fertile soil for the budding 
psychosis or neurosis. The book under consideration is an adequately and 
clearly stated treatment of family relationships. 

The persons most in need of a proper understanding of intra- and extra- 
family relationships are those on the threshold of adulthood. Doctor Cun- 
ningham states in her preface: ‘‘This book is intended for the student of 
college age who is interested in obtaining an improved perspective on life 
in a family group.’’ Her book, however, goes beyond the confines of this 
stated objective, for it describes also various types of families, the part 
played by the family in adjustments to neighborhood and community life, 
as well as sibling and child-parent relationships. A chapter entitled ‘‘Main- 
taining Healthy Minds’’ does its bit in the cause of mental hygiene; in this 
the author limits her efforts to urging the development of desirable habits 
of personality adjustment, and does not attempt a survey of mental dis- 
orders. This is decidedly to her eredit. 

The student can approach this hook without fear of involved phraseology ; 
it has neither the dreariness of a sociological treatise, nor the mealy-mouthed 
epigrams of homespun philosophy. Especially noteworthy are the selected 
readings listed at the end of each chapter. It is gratifying to note the va- 
riety of the selections. Graduate students can appreciate the value of the 
investigations by Bronner, Popenoe, Bogardus, and others (whose names are 
ineluded), but ‘‘students of college age’’ will respond more enthusiasti- 
eally to such names as Floyd Dell, Gilbert Chesterton, Dorothy Canfield 
Fisher, Sidney Howard, and a host of others, who, while not appearing in 
bibliographies of social studies, could be read to advantage by students of 
all ages. This sort of collateral reading will encourage the student in his 
investigation of the family. For example, could the Oedipus situation be 
brought home more poignantly than it is in ‘‘The Silver Cord?’’ Allport, 
Terman and Pintner certainly must have their say, but there is little 
enough culture among today’s ‘‘students of college age,’’ and if they will 
not read dry treatises, at least they can be lured away from the pulp maga- 
zines by being offered attractive yet intelligent supplemental readings. 

The suggestions for further study and discussion are well chosen. The 
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physical features of the book are beyond eavil; clear type of a readable 
size, with headings well set off, make it easy on the eyes. The psychiatrist, 
to be sure, will find little in it to add to his store of knowledge, but the 
young student should by all means read Family Behavior. 


The Psychology of Feeling and Emotion. By Curistian A. Ruck- 
MIcK, Ph. D. MeGraw-Hill Book Company, Ine., New York and Lon- 
don, 1936. 515 pages and index. 

Here is a psychology text that can be recommended unqualifiedly. An 
examination of the author’s treatment of the various schools, or theories 
of emotional experience, reveals that he has held true to his promise in the 
preface: ‘‘The book is designed to follow no particular point of view. It 
tries to evaluate facts and theories supplied from many types of interpre- 
tation.’’ 

For the beginning student in psychology the book is likely to offer prob- 
lems of comprehension too great for his meagre foundation in terms. For 
this reason, The Psychology of Feeling and Emotion will find a more suit- 
able use in intermediate and advanced classes. Notwithstanding this, any 
college student, even in the first year, could read with profit the opening 
chapter, ‘‘A Survey of the Affective Life.’’ The second chapter, ‘‘A His- 
torical Perspective,’’ initiates the reader into the currents of philosophical 
thought and the developments in science that led ultimately to the attack 
upon the problems of the affective phase of human experience. This chapter 
is not verbose, but it provides an adequate diet for the student who is will- 
ing to do more than merely ‘‘read.’? The parts of the book which have just 
been described may be read as contributory material for courses other than 
psychology. 

The main body of the book follows and ineludes considerations of the 
James-Lange-Sergi theory, Allport’s theory, the phylogenetic theory, and 
the réle of feeling and emotion in psychoanalysis. It is especially gratify- 
ing to find psychoanalysis treated without partiality ; at least, when he finds 
it beyond him to accept Freud wholeheartedly, Ruckmick displays an envi- 
able restraint even in his rejection. 

The work covers such a wide scope that detailed comment cannot be given 
in these pages. However, it will be pertinent to mention that the work of 
Carney Landis at the Psychiatrie Institute, is reeorded or referred to in 
many instances. At the end of each chapter 10 review questions are listed, 
along with selected references. The book is well written, well organized and 
well printed. It should be in the libraries of all psychology departments 
and provides excellent textual material for the psychology student beyond 
the first year. 
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Eugenical Sterilization. A reorientation of the problem. By the Com- 
mittee for the Investigation of Sterilization, American Neurological 
Association, Abraham Myerson, M. D., chairman. The Maemillan Com- 
pany, New York, 1936. 183 pages of text, plus references and index. 
Price $3.00. 

In the January, 1936, number of the PsycHlATRiC QUARTERLY, the mate- 
rial of this study in its original form was abstracted rather extensively. 
The foreword to the present volume states: ‘‘It (the report*) had such an 
enthusiastic reception that it was felt advisable to publish it in a more per- 
manent report and make it available to the general publie.’’ The wide aec- 
claim is well justified and the general public ean consider itself indeed for- 
tunate that the work of such investigators as Dr. Myerson and his associates 
is placed in their hands in this well-organized, thoroughgoing study. Its 
comprehension should not be diffieult for intelligent persons, even those 
who may lack a foundation in geneties or psychiatry. 

The general makeup of the booklet is retained in the book, excepting that 
a weleome typographical improvement has been made. At the outset, fol- 
lowing an introduction, sterilization laws in this and in other countries are 
presented and their efficacy commented upon; then the pros and cons on 
the merits of sterilization are offered without bias; the relation of geneties 
to eugenies occupies a chapter; and studies on the inheritance of mental 
diseases are quoted and discussed. Shorter chapters are devoted to chronic 
neurological diseases, crime, twin studies, genius and eugenics. Finally, as 
in the original report, come the recommendations of the committee. May 
the general reading public give this book the careful consideration that has 
been accorded it in professional circles. 


*Submitted to the American Neurological Association by the committee, on June 5, 19365. 


Kama Sutra. By Maiiinca Varsyayana. The Medical Press of New 
York, 1936. 124 pages. Price $2.00. 

This is a litera! translation from the Sanskrit by Sir Richard Burton, 
the well-known translator of the Arabian Nights, of an ancient Hindu text- 
hook of Kama, the god of love. According to the introduction by Ewers, 
the Kama Sutra is one of the texts which regulated the domestie and civil 
affairs of oriental peoples. The complete frankness, which is their attitude 
towards the sex life, is in contrast to what prevails in western countries. 
With the former, the art of marriage is a matter for serious consideration 
and instruction; with us, it is contracted usually with no guidance at all. 

The raison d’etre of a textbook on the art of love will be better under- 
stood when it is realized that with the eastern peoples courtship does not 
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precede marriage. The newly-wedded couple are strangers. The inclina- 
tion towards one another, which has already ripened into love with the pair 
where free choice and intimate association before marriage is the custom, 
must with them come about after marriage. Henee, Kama directs pre- 
liminary ceremonials somewhat equivalent to western courtship, agreeable 
conversation, dining together, listening to music, walking together in the 
garden, touching of hands at first as though aeecidentally. If not repulsed, 
the hushand may follow his advantage to more obvious caresses, but at 
least two weeks should be oceupied with these preliminaries before he 
should expect to receive encouragement that would justify consummation 
of the marriage. 

With characteristic oriental frankness and regarding it as of vital im- 


portance for iappiness of the married pair, Kama goes on to give advice as 
to the performance of the aet itself. 

While physicians find it necessary to give similar instruction oceasion- 
ally, they know that in many instances it should have been given but was 
not sought. Perhaps frigidity would be less common and perhaps the di- 
voree eourts would be less crowded in America if Kama Sutra or a book 
as informative and as modestly written were read in time. 
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NOTES 


—The international health division of the Rockefeller Foundation, in its 
annual report for 1935, revealed expenditures of $13,252.55 for mental hy- 
giene, in grants made to Johns Hopkins University, and for investigatory 
work in Tennessee. 


—The fourteenth annual meeting of the American Orthopsychiatrie Asso- 
ciation will be held at the Hotel Roosevelt in New York City, February 18 
to 20, 1937. The president of the society is Dr. Edgar A. Doll, and the 
secretary, Dr. George B. Stevenson, 50 West 50th Street, New York. 


—As announced in the October, 1936, issue of the Psycuiarric QuaR- 
TERLY, the first fruits of the research program of the National Committee for 
Mental Hygiene and the 33° Scottish Rite Northern Masonic Jurisdiction 
were born in the publication of Research in Dementia Precor, by Dr. Nolan 
D. C. Lewis, field representative of this program. The book offers a sweep- 
ing survey of the literature with subtopics clearly segregated, showing 
world-wide investigation of the multilateral aspects of the dementia preeox 
problem. <A detailed review of the book will appear in the April issue of 
this journal. 


—The growth of the mental hygiene movement in Latin America, already 
evident in activities in Mexico and in various South American countries on 
the Atlantie coast, has now been asserted on the west coast of that conti- 
nent, in the establishment of the Jornadas Neuropsiquiatrieas del Pacifico. 
The first meeting of this group will take place January 4 to 12, 1937, in San- 
tiago de Chile. A bulletin issued in July, 1936, outlined the organization 
of the Journadas, its hasie purposes, and its plans for the future. The 
official topies for the coming meeting are: Neurology, psychiatry, forensic 
psychiatry, care of the mentally ill and psychiatric instruetion. Communi- 
cations may be addressed to Sr. Dr. Isaac Horwitz, Casilla 4168 Santiago de 
Chile. 


—The Bureau of Human Heredity, directed by a council representing 
medical and scientific bodies in Great Britain, weleomes contributions from 
institutions and individuals who ean furnish well-authenticated data on the 
transmission of human traits whatever these may be. Pedigrees are par- 
ticularly desired; twin studies and statistical researches are also consid- 
ered relevant. Copyright privileges on published material will be guaran- 
teed if authors will state this wish. As the work progresses, and a consider- 
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able amount of material is available, the bureau will be glad to furnish con- 
tributors with notes on the more interesting and important findings sub- 
mitted. 

Persons having an especial interest in human geneties are urged to take 
part in this study. The address is: Bureau of Human Heredity, 115 Gower 
Street, London, W. C. I, England. Professor E. Ruggles Gates, F. R. S., 
is chairman of the council. 
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